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this 
picture you want to prescribe 


for your hypertensive patients? 


Nitranitol’s safe, gradual, prolonged vasodilation 
permits hypertensives to resume more normal lives. 


And . . . therapeutic dosages of NITRANITOL can be maintained 
over long periods of time . . . without frequent checkups . . . without 
worry about possible toxic effects. 


Nitranitol is the universally prescribed drug in the management 
of essential hypertension. 


FOR SAFE, GRADUAL, PROLONGED VASODILATION 


1. When vasodilation alone is indicated —NITRANITOL. 


2. When sedation is desired—NITRANITOL with PHE- 
Another product of research by NOBARBITAL. 
3. For extra protection against hazards of capillary 


| fragility—NITRANITOL with PHENOBARBITAL and 
ae SINCE 1828 a 4, When the threat of cardiac failure exists—NITRANITOL 


with PHENOBARBITAL and THEOPHYLLINE. 


5. For refractory cases of hypertension — NITRANITOL 
P.V. (Nitranitol, Phenobarbital, Veratrum Alkaloids*) 
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CONCERNING 


VALLESTRIL 


NEW “PREFERENTIALLY INDICATED” ESTROGEN 
WITH GREATLY LOWERED INCIDENCE OF 
WITHDRAWAL BLEEDING 


A definite contribution to the field of estrogenic 
therapy is offered in Vallestril.* 


In a recent controlled clinical study covering a 
period of two years, Sturnick and Gargill' reached 
these conclusions: 


Vallestril “‘is an effective synthetic estrogen that 
is singularly free from toxic effects and complica- 
tions, especially uterine bleeding. . . . Clinically, it 
quickly controls menopausal symptoms, ... .” 

Vallestril is available in scored tablets of 3 mg. 
For treatment of the physiologic or artificial meno- 
pause: 3 mg. (one tablet) twice daily for two weeks, 
then a maintenance dose of one tablet daily for an 
additional month or as long as continued admin- 
istration is required. 

SEARLE 


Research in the Service of Medicine 
*Trademark of G. D. Searle & Co. 
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1. Sturnick, M. I., and Gargill, S. L.: Clinical Assay of a New 
Synthetic Estrogen: Vallestril, New England J. Med. 247:829, 1952. 
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Bi; Functioning ovary in a woman of childbearing age. ~ 
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Postmenopausal ovary, consisting chiefly of sclerotic and fibrotic tissue. (2 “a 


grand mal and petit mal 


Highly Effective « Well Tolerated «+ Relatively Tasteless 


n a comparative study of 108 patients'? with idiopathic epilepsy, by far the 

best results (85.6 per cent controlled or improved) were obtained with a 
combination of Mebaral and diphenylhydantoin. This combination achieved the 
closest approach to the ideal of maximum control of seizures with minimal 
toxicity. Each tablet of Mebaroin contains 90 mg. Mebaral® and 60 mg. 
diphenylhydantoin. 


Dosage: Average adult dose: 1 or 2 tablets three times daily. For children 
over 6 years, 2 or 3 tablets daily; younger children 14 tablet once or twice daily. 
Treatment is best begun with a small dose which is increased gradually until 
the individual optimum is established. The usual caution should be observed 
when changing from another antiepileptic drug to Mebaroin. 


Supplied: Bottles of 100 and 1000 scored tablets. 


1. Meller, R. L., and Resch, J. A.: Bull. Univ. Minnesota Hosp., 
20:78, Oct. 8, 1948. 

2. Meller, R. L., and Resch, J. A.: Postgrad. Med., 
6:452, Dec., 1949. 
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announcing 


“THIOSULFEIL. 


BRAND OF SULFAMETHYLTHIADIAZOLE 


the more soluble sulfonamide 
for greater safety in treating 
urinary tract infections 


Check these features and advantages 


- 


RAPID BACTERIOSTATIC ACTION 
HIGHER SOLUBILITY LOW DOSAGE LEVELS 

LOWER ACETYLATION MINIMUM TOXICITY 

PROMPT ABSORPTION LESS RISK OF SENSITIZATION 
RAPID EXCRETION NO ALKALINIZATION 

NO FORCING OF FLUIDS 


Supplied: No. 785—0.25 Gm. per tablet (scored) —bottles of 100 and 1,000. 


Suggested Dosage: 
ADULTS 


Mild infections —1 tablet (0.25 Gm.) five to six 
times daily. Severe infections, mixed infections, 
or where bacterial resistance is expected — 2 tablets 
(0.5 Gm.) five to six times daily. 

INFANTS AND CHILDREN 
¥% to 1 tablet (0.125 to 0.25 Gm.) five to six times 
daily. 


Descriptive literature available to the medical profession. 


AYERST, McKENNA & HARRISON LIMITED 
New York, N. Y. Montreal, Canada 
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For topical antibacterial therapy of WOUNDS, 


ULCERS, OTITIS, VAGINTTIS: 


FURACIN 


NEW dosage form for convenient, painless application: 


FURACIN SOLUBLE POWDER 


Following splenectomy, complete wound dehiscence 
occurred. After secondary closure, in spite of intensive, 
systemic antibiotic therapy, the wound became infected. 
Although various systemic and topical antibacterials 
were administered for several weeks, local infection 
with Pseudomonas and Proteus species persisted (Fig. 1). 

Furacin Soluble Powder t.i.d. eradicated the infection 
within 10 days (Fig. 2). 

Complete recovery was uneventful. 


OTHER DOSAGE FORMS OF FURACIN INCLUDE: 


ESS). 


Some advantages of Furacin: 

* wide antibacterial spectrum 

* designed for external use only 

* negligible toxicity for human tissues 


Formule: Furacin Soluble Powder con- 
tains Furacin 0.2% @® brand of nitrofura- 
zone N.N.R. dissolved in water-soluble, 
finely powdered Carbowax. Vial of 14 
Gm. with shaker top. May be used in 
non-metallic powder insufflators as 
DeVilbiss 119 & 288. 


NORWICH NEW YORK 


FURACIN VAGINAL SUPPOSITORIES * FURACIN NASAL * FURACIN OPHTHALMIC 
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MEMO FROM THE 


MANAGING PUBLISHER 


Wuat goes into the preparation of a story for one of GP’s 
regular non-scientific departments? With the notion that 
readers might be interested in being brought into such an 
accouchement, we decided to outline here steps in produc- 
tion of the article on the UMWA Welfare Fund which 
leads off the Business & Economics section this month. 

The germ was planted one day last September when an 
assistant editor, in a frenzied burst of activity, suggested 
running a story in pictures. “Fine,” we replied, ‘How 
about the United Mine Workers medical care plan?” 

The editorial assistant mulled it over, spent a day re- 
searching in the public library, then dashed off a letter to 
Washington asking for information on sources. At that time 
her hope was to get the story in the December issue. On 
October 6 our Washington source replied, “Your idea is a 
dandy,” but pointed out that shooting for the December issue 
would be difficult as the UMWA was then on convention in 
Cincinnati, and the two gentlemen she should contact— 
Medical Director Warren F. Draper and Public Relations 
Director Harold (Hap) Ward, were out of Washington. 

Letters were dispatched to await their return. Mr. Ward’s 
approving reply on November 3 suggested a meeting at 
the St. Louis area office with Dr. Cecil A. Z. Sharp, area 
administrator. Telephone calls set up arrangements for 
December 2. On that morning the B&E editor from Kansas 
City, and Warren Williams from the Fund’s Washington 
headquarters arrived for a full day briefing session with Dr. 
Sharp and the entire St. Louis staff. Our writer returned 
with ten pages of closely written notes, sheaves of pictures 
supplied by Washington and St. Louis, and a head reeling 
with admiration for UMW medical accomplishments. 

Since we work two months ahead here, it was obvious that 
the story wouldn’t make GP before February, and eventually 
other exigencies (publication of a lengthy article on the 
Magnuson Commission report) shoved UMW up to May. 

Meantime, study of the pictures indicated that final 
outcome would be an illustrated article rather than a story 
told in pictures, since most of the art dealt with rehabili- 
tation and lacked sufficient variety to show the many facets 
of this unique health and welfare program. Final selection 
of the four we used was a hard job—there were a lot we'd 
have liked to print had space permitted. 

The final i was dotted on March 7, May issue deadline; 
copy was approved by UMW, and we present the story as 
illustrative of one method by which constructive planning 
can meet medical needs this side of socialized medicine. 

I never thought I’d live to see John L. Lewis’ picture in 
this magazine,” murmured the B&E editor as she began 
scratching around for a new feature. 

Oh, yes . . . her name is Ruth Sun. —M.F.C. 


a5 
=: 7 
: 


“..for the first time in his life 


he developed a real appetite.” 


Here is a case history from a Philadelphia Pediatrician. It illustrates 
the clinical results achieved with “Trophite’ in below-par children: 


Patient: Jim B., age 12, height 55 inches, weight 75 pounds. “. . . 
had been a very marked feeding problem since birth . . . was always called 
the ‘runt’... a psychological problem.” 


‘reatment: “He was started on “Trophite’ and for the first time 
in his life he developed a real appetite.” One teaspoonful of “Trophite’ 
daily for 2 years. 


Results: During first year he gained 13 pounds and grew 3 inches. 

“His appetite continued to improve ...” At the end of 2 years he weighed 
108'2 pounds and was 6312 inches tall—a total gain in weight of 334% 
pounds and increase in height of 8% inches. 


Comment: ‘...no longer the ‘runt’ in his class... a much happier and 
better adjusted child.” 


Smith, Kline & French Laboratories, Philadelphia 


Bio plus 


to increase appetite and growth 
in below-par children 


One teaspoonful (5 cc.) delivers 25 mcg. of Vitamin By. and 
*T.M. Reg. U.S. Pat. Off. 10 mg. of Vitamin B). 
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AMA May Consider a safe bet that the reckless criticisms of the medi- 
Hawley Statements ssion by Paul R. Hawley, Executive Director of the 

j College of Surgeons, will be a subject for discus-— 
he AMA House of Delegates when it meets in New York 
h. Hawley's recent diatribe on the subjects of un- 
necessary surgery, fee-splitting, and ghost surgery, is re- 
ceiving attention in official resolutions by county medical 
societies throughout the country. It is reasonably certain 
some of these resolutions, demanding disciplinary action of 
Hawley, and closer control by the AMA over spokesmen who 
bring discredit upon the entire profession, will reach the 
floor of the AMA House of Delegates. 


Three resolutions deploring Hawl mendacious state- 
ments in a published interview wit editors of U. S. 
News and World Report were passed | e Congress | of Dele- 
gates - of the Academy at its Saint = meeting in “March. 
All have been forwarded to the AMA for its information and 
consideration, and copies have been sent to all state chap- 
ters of the Acadeny. One resolution requests that the AMA 
study the entire question of joint and combined bills and 
take steps to counteract the harm done by exaggerated in- 
dictments such as those uttered by Hawley. Another endeav— 
ors to define acceptable methods for joint billing. The 
third urges state chapters of the Academy to seek action 
through their state medical societies that would obtain 
remedial action by the AMA and disciplinary steps to coun- 
teract the harm resulting from Hawley's rash statements. 


Robins Interview Is > The April 3 issue of U. S. News and World oe carried a 
Effective Refutation splendid refutation of the Hawley indictments by Dr. R. B. 

Robins. The Academy's s past president (then president) was 
invited by Editor David Lawrence and his associates to sit 
for a recorded interview just one "week p prior to the annual 
meeting. The published record of this interview constitutes 
a most effective piece of good public relations for the Aca- 
demy. Many favorable articles commenting upon the Academy 
and its progressively altruistic program have appeared in 
popular magazines during recent years. None has created 
such widespread comment or brought such effective results as 
the Robins interview. The entire interview, as published 
in th's oe and World Report will be reprinted in next 
month s GP 


resulting from Hawley's outrageous statements. 

peared to be deliberately calculated to destroy people's 
confidence in their family physicians. But, as GP will 
point out editorially next month, the Robins interview 
proves that all general practitioners are not greedy incom- 
petents who perform unnecessary operations, secretly split 


fees, or resort to ghost surgery. It constitutes a con- 
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Cut in Quarterly 
Doctor Draft Call 


Study Costs Ruled 
Deductible by Court 


Await Appointment 
Of Hobby Assistant 


structive exposition of the Academy's program for advance- 
ment in medical science and a gentle rebuke for any cur- 
mudgenous Messiah who is willing to kill the flowers in or- 
der to exterminate a few weeds. Watch for the complete 
article next month. Keep a copy of the U. S. News article 
table for patients to 


remaining priority groups into nonveterans and veterans with 
the first group to be called by age and the second group ac-— 
cording to periods of previous service. The maximum induc-— 
tion age of fifty-one would be retained and twenty-four 
months of service would be required. Physicians essential 
to the maintenance of national health and safety would be 
eligible for deferment. Reserve commissions would terminate 
automatically upon completion of the stipulated active duty. 
Hearings on the identical Senate Bill S. 1531 are not yet 
scheduled. 


Almost simultaneously, the Department of Defense an- 
nounced fortnight ago that only 200 physicians would be 
called in May, wi During the 
second quarter, only 966 physicians are expected to be 
called by Selective Service under the Doctor Draft Law. 
Selective Service has halted physical examinations and in- 
duction of all Priority III physicians over thirty. With an 
estimated 2,700 young physicians in Priorities I, II, and 
III scheduled to complete internships and residencies in 
June, it is likely this group will supply the greatest pro- 
portion of draft needs for the balance of the year. 


Major General George Armstrong told the House committee 
that more than 6,500 doctors and dentists have been inducted 
under the present law. He estimated that the military 
forces will need to draft 12,259 physicians and dentists in 
the course of the next two years, almost double the past 
rate. This figure is 2,000 lower than earlier estimates. 


> A decision handed down last month by a federal court may 
authorize deduction by physicians of expenses incurred for 
postgraduate training. Just two weeks after the introduc-— 
tion of a bill (H. R. 4393) to permit deduction by physi- 
cians of postgraduate education expenses, the U. S. Circuit 
Court of Appeals reversed a decision of the Tax Court which 
had denied such deductions. The case involved a lawyer 
whose deduction of expenses to take postgraduate courses 
was denied by the Internal Revenue Bureau. He appealed the 
Bureau ruling to the Tax Court. The Tax Court's adverse 
ruling was appealed to the Circuit Court which reversed the 
lower court. 


legislation to make postgraduate expenses deductible for 
income tax purposes. Such legislation may now be unneces— 
sary in view of the recent court decision. A full report 
of the implications of this important decision will appear 
in a later issue of GP. 


>» Conjecture continues to run high on the appointment of the 
special assistant on health whose appointment is expected 
momentarily by Health, Education and Welfare Secretary Oveta 
Hobby. Latest rumors include frequent mention of Dr. Harvey 
B. Stone, a member of the AMA Council on Medical Education 
and Hospitals, from Baltimore. 


read. 
>» The House Armed Services Committee is now conducting hear- ay 

| ings on H.R. 4495 to extend the Doctor Draft Bill. The bill i 
would extend the Doctor Draft law to July 1, 1955, separate F 
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At its annual meeting in Saint Louis last March, the Aca- “et 

demy’s Congress of Delegates passed a resolution seeking oe 
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CREME, WARREN-TEED 


Tegumin Creme will give that relief. i 
: Fer your petient, ‘yeu: 
Roth you and your pullout 

Creme dries almost instantly and does not flake or rub off easily 
vanishing-type bland base easy application. 


Irrespective of the etiology . . . allergic, pyogenic, fungal 

. the action of Tegumin Creme combines the desired 
properties of an antihistaminic, anesthetic and 
Prescribe Tegumin Creme, by Warren-Teed. * 
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a problem in infant care 


Indigestibility of the feeding formula is now accepted as an important 
factor in infantile vomiting, and is recognized as being closely related 
to other causative influences such as underfeeding with subsequent air 
swallowing. Cow’s milk-water-sugar formulas, for example, may produce 
a higher incidence of vomiting because of large tough curds which pass 
through the pylorus with difficulty. The fat of cow’s milk is also con- 
sidered to prolong passage of the formula into the duodenum.? Emptying 
of the stomach is delayed and the likelihood of overdistention with con- 
sequent regurgitation increased. 


for rapid, unhampered digestion—Similac 
When Similac is the prescribed feeding, the likelihood of vomiting is 
greatly reduced, for Similac, in the stomach, forms a fine, soft, near- 
liquid curd with a tension of zero and Similac fat is altered to approxi- 
mate the pattern of breast-milk fat. Similac, like breast milk, is rapidly 
and easily digested. There is no delay in the emptying of the stomach, 
with minimal likelihood of overdistention and regurgitation. 


there is no closer equivalent to the milk of healthy, well-nourished mothers. 
Supplied: As Powder in tins containing 1 Ib., with measuring cup; as 


Liquid in tins containing 13 fi. oz. 


1. Jeans, P. C., and Marriott, W. McK.: Infant Nutrition, St. Louis, C. V. 
Mosby, 1947, pp. 133, 334-336. 2. Brennemann, J. 0., in Brennemann’s 
cAMtURr o Practice of Pediatrics, Hagerstown, W. F. Prior, 1949, vol. 1, ch. 26, p. 3. 


M & R Laboratories, Columbus 16, Ohio 
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Stoan, Glendale, Calif.; Jesse D. Risinc, Kansas City, 
Mo.; Abert S. Mobile, Ala. 


Commission on Legislation and Public Policy: MALCOM PHELPs, 
Chairman, 203 South Macomb, El Reno, Okla.; A. S. 
Bristow, Princeton, Mo.; G. W. CLeveLanp, Austin, Tex. ; 
R. W. Kutiserc, Portland, Ore.; W. R. Srovatt, Wash- 
ington, D. C.; Cuartes L. Farrett, Pawtucket, R. L; 
W. A. Sams, Marshall, N. C.; J. S. De Tar, Milan, 
Mich.; Norman R. Boouer, Indianapolis, Ind.; Cyrus 
Anperson, Denver, Colo. 

(Continued on page 13) 
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NOW 
for the first time | 
full tablets 
therapeutic 
losage TEN tabtets 
of aminophylline PATENT 
ORALLY 


with safety and simplicity 


Cardalin and Cardalin-Phen contain 5 grains or 

Aminophylline per tablet ...the highest con- 

for the cardiac patient centration supplied for Oral Administration. 

Two protective factors (Aluminum Hydroxide and 

Ethyl Aminobenzoate) counteract the local gastric 

irritation so common to oral aminophylline ther- 

apy. Prolonged treatment at high dosage levels can 

C ° be accomplished with Cardalin and Cardalin-Phen, 
a r a | n as demonstrated by extensive clinical studies. 

PATENT PENDING 

Cardalin and Cardalin-Phen tablets rapidly produce 

tablets clinical response of the same magnitude as that 

Coch tablet contelas: obtained by intravenous administration of amino- 

Aminophylline .0 gr. 

Aluminum Hydroxide Sqr. Phylline. These new products permit the physician 

Ethyl Aminobenzoate ‘Sg. to institute and maintain effective oral treatment 

Cardalin-Phen contains, in addition, Ys gr. in conditions formerly considered amenable only 
to rectal or parenteral aminophylline therapy. 


for the asthmatic patient 
for diuresis 


Cardalin and Cardalin-Phen tablets are best 
tolerated after meals and preferably admin- 1RWIN, NELSLER & COMPANY 


istered with one-half glassful of milk. Decatur, Illinois 


Supplied: Bottles of 100, 500, 1000. Research lo Sewe Your Practice 


GP e Volume Vil, Number 5 


. 
et 
is 
. as 
4 


(Continued from page 11) 

Commission on Membership and Credentials: MURLAND F. Ricsy, 
Chairman, 20 College St., Rexburg, Idaho; Crype W. 
Mutter, Wichita, Kan.; A. E. Rirr, St. Paul, Minn.; 
Tuomas Gtapney, Baton Rouge, La.; Epwin H. Fenton, 
Detroit, Mich.; James Murpuy, Fort Worth, Tex.; R. 
ADELAIDE Draper, Boston, Mass.; Ivan C. Heron, San 
Francisco, Calif.; Daniet Bettz, Los Angeles, Calif. ; R. C. 
McEtvatn, St. Louis, Mo. 


Publication Committee: ARTHUR N. Jay, Chairman, 3233 North 
Meridian St., Indianapolis, Ind.; U. R. Bryner, Salt Lake 
City, Utah; Srantey R. Truman, Oakland, Calif.; Hot- 
LAND T. Jackson, Fort Worth, Tex. 


Committee on Scientific Assembly: JoHN F. MosHer, Chairman, 
Church St., Coeymans, N. Y.; T. E. Rosinson, Salt Lake 
City, Utah; Anprew S. Toms, Victoria, Tex.; JosEpH 
Linpner, Cincinnati, Ohio; Merun L. Newkirk, South 
Gate, Calif. 


Building Committee: JoHN R. Fowier, Chairman, Fowler 
Clinic, Barre, Mass.; W. A. BuecHeter, Syracuse, N. Y.; 
M. B. Casesotr, Kansas City, Mo.; H. T. Jackson, Fort 
Worth, Tex. ; Cartes Netson, Beverly Hills, Calif.; M. C. 
Wicinton, Hammond, La.; Aaron Hortanp, Newark, 
N. J.; W. H. Watron, Belleville, Ill.; C. W. AnpErson, 
Denver, Colo. 


Constitution and By-Laws Committee: A. W. Fecriy, Chairman, 
501 Schweiter Bldg., Wichita, Kan.; Witttam M. Sprout, 
Des Moines, Iowa; James A. Coscrirr, Olivia, Minn.; 
Tuomas V. Gupex, Louisville, Ky.; ALBert S. Drx, Mobile, 
Ala., Cuartes A. Jost, Saint Louis, Mo. 


Committee on Rural Health: D. G. Mier, Jr., Chairman, 
Morgantown, Ky.; Carrot B. Anprews, Sonoma, Calif. ; 
Norman H. Garpner, East Hampton, Conn.; Joun Paut 
Jones, Camden, Ala.; Witus I. Lewis, Herrin, Ill.; Joseru 
G. Wiuson, Moscow, Idaho; Frep A. Humpnrey, Fort 
Collins, Colo. 


Committee on Voluntary Prepaid Medical Care: Ropnert F. 
PurTett, Chairman, 758 North 27th St., Milwaukee, Wis. ; 
T. Eric Reynotps, Oakland, Calif.; H. Kenneth Scatuirr, 
Chicago, Ill.; ArrHur J. OrreErMAN, Omaha, Neb. ; GILBerT 
SaLTONSTALL, Charlevoix, Mich. 


Mead Johnson Scholarship Award Committee: W. B. Hitpr- 
BRAND, Chairman, 216% Main St., Menasha, Wis.; Frep 
Humpurey, Fort Collins, Colo. ; Dave Dozier, Sacramento, 
Calif.; Mary EuizasetH Jounston, Tazewell, Va.; W. H. 
AnpeErRSON, Boonville, Miss.; H. Kenneru Scaturr, Chi- 
cago, Ill. 


M & R Award Committee: WittiAM J. SHaw, Chairman, Lee 
Hospital, Fayette, Mo.; L. H. McDantet, Tyronza, Ark.; 
Tuomas Brake, Saint Albans, W. Va. 


ILOTYCIN 


CERYTHROMYCIN, LILLY) 
CRYSTALLINE 


Gram-positive organisms 
are by far 

the most important 
pathogens in the 
temperate zones. 


Most strains of 
gram-positive organisms 
are sensitive 

to ‘llotycin.’ 

Average dose: Two 100-mg. tablets 
every four to six hours. 


Litty THE ORIGINATOR OF ERYTHROMYCIN 
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‘ 
sleep 
% {O ibe 
when jaint —P | 
ee is a new ‘ 
1S 
| barb! 4 
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sombulex’ js ai barbiturate 


because it works within 15 to 30 minutes and leaves the bloodstream 
within 3 to 4 hours, thus avoiding the danger of hangover for 
patients who do not need heavy barbiturate action. 


When the stresses and strains begin to tell 


...when the mind won’t let the body rest, and patients 
complain for the first time...“Doctor, I can’t get to sleep”... 
SOMBULEX is the prescription of choice for these 

first-time barbiturate patients. For them, | or 2 tablets 

taken with water or a warm beverage usually suffice 

to induce a night’s refreshing sleep without hangover. 
Patients will not readily identify SOMBULEX as a barbiturate. 


The unusual uses of sombulex 


Because of its rapid yet nonpersistent action, 1 SOMBULEX 

Tablet will help restore interrupted sleep without subsequent 
hangover, or permit a relaxing cat nap before a busy evening. 

One SOMBULEX Tablet also will help the new night-shift worker 
adjust to a daytime sleeping schedule. NOTE: The action of 
SOMBULEX may be too short lived for the patient already dependent 
upon long-acting barbiturates. SOMBULEX is supplied 

in bottles of 100 tablets, each containing 0.25 Gm. (4 gr.) 
N-methyl cyclohexenyl methyl barbituric acid, Schenley. 


SCHENLEY LABORATORIES, INC. 


© Schenley Laboratories, Inc. “Trademark of Schenley Laboratories, Inc. 
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For prompt and 


complete remission 


in bacterial diarrheas .. . 


* 


Streptomagma 


Dihydrostreptomycin Sulfate and Pectin 
with Kaolin in Alumina Gel 


@ STREPTOMAGMA combines Dihydro- 
streptomycin, for its potent bacteriostatic 
action, particularly against diarrhea-causing 
coliform organisms; Pectin, for its demulcent 
and hydrophilic effect ; Kaolin, for its tremen- 
dous adsorptive power; and Alumina Gel... 
itself a potent adsorptive... soothing, pro- 
tective suspending agent. 


Dosage: Children, 1-2 teaspoonfuls t.i.d. 
Adults, 4 teaspoonfuls t.i.d. 


Supplied: Bottles of 3 fluidounces. 
*Trademark 


® 
Philadelphia 2, Pa. 
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Chis Month’s Authors 


John C. Burch, M.D., 


gynecologist-in-chief at the Vanderbilt University Hospital and Nashville General Hospital, 
Nashville, Tennessee, is also director of the Burch Clinic; visiting surgeon of St. Thomas and 
the Mid-State hospitals; and consultant in gynecology at Thayer Veterans Administration 
Hospital. Dr. Burch, who received his M.D. degree from Vanderbilt, interned at the Free 
Hospital for Women, Brookline, Massachusetts, and at Bellevue Hospital, New York. He has 
contributed more than 160 articles to the literature in the fields of gynecology and surgery. 


William H. Eyster, Jr., M.D., 


who is affiliated with the department of dermatology at the Toledo Clinic, Toledo, Ohio, 
received his training in dermatology and syphilology at the Mayo Clinic, Rochester, Minne- 
sota. Following graduation from the University of Pennsylvania School of Medicine, Phila- 
delphia, he interned at Geisinger Memorial Hospital in Danville, Pennsylvania. During 
World War II, Dr. Eyster served three years with the navy, and then was engaged in the 
general practice of medicine in Milton, Pennsylvania. 


Marvin H. Grody, M.D., 


associate, department of obstetrics and gynecology, Washington University and St. Louis 
University Services, St. Louis, Missouri, will become a member of the obstetrics and gyne- 
cology staff at Hartford Hospital, Hartford, Connecticut, in July. In 1946 he was graduated 
from the University of Pennsylvania School of Medicine and served a rotating surgical intern- 
ship at Hartford Hospital. After two years’ service with the Army Medical Corps, he took an 


assistant residency in obstetrics and gynecology at Barnes and St. Louis Maternity hospitals 
and Washington University. 


Carl Helgeson, M.D., 


is engaged in the general practice of medicine in Chicago, Illinois. He received his B.S. de- 
gree from the University of Chicago, and his M.D. from the Rush Medical School of the 
University of Chicago. Following graduation, he served an internship at Wesley Memorial 
Hospital, Chicago, from 1926-27. Dr. Helgeson, a staff member of the Illinois Central and 
South Shore hospitals in Chicago, is a member of the American Academy of General Practice. 
His article in this issue of GP deals with Antabuse in the treatment of alcoholism. 


Laurence H. Kyle, M.D., 


is associate professor of medicine, Georgetown University School of Medicine, Washington, 
D.C., and director of the Metabolic and Renal Clinic and Laboratory, Georgetown University 
Hospital. Dr. Kyle also serves as associate visiting physician, Gallinger Municipal Hospital, 
and consultant in internal medicine, Walter Reed Army Hospital. He was graduated from 
Boston University, interned at Nassau County Public General Hospital (Meadowbrook Hos- 
pital), and received residency training in medicine at Boston City Hospital. 
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Apresoline’ 


HYDROCHLORIDE 
HYDRALAZINE HYDROCHLORIDE CIBA 


Over 80 per cent of hypertensive patients can experi- 

en / ence some benefit from Apresoline therapy if the 
ollowing points are kept in mind: 


1. The initial doses of Apresoline should be small (10 mg. 
after meals and at bedtime) and increased gradually 
over a period of weeks. 


2. The dosage schedule should be adjusted to the indi- 
\ vidual response. It may take 8 weeks or more to realize 
optimal benefits. 


3. Too much, too soon may lead to unnecessary side 
effects. Too little for too short a time may deny clinical 
benefits to some patients. 


4. It is usually advisable to inform the patient that some 
secondary effects (e.g., headache) may occur at the start 
of therapy but that they almost always disappear as 

treatment is continued. 


When secondary effects occur, they can often be man- 

aged by symptomatic treatment with antihistamines 

(e.g., Pyribenzamine,® tripelennamine Ciba), aspirin, 

barbiturates, etc. 

Supplied: Tablets, 10 mg. (yellow, double-scored); 25 mg. 
(blue, coated); 50 mg. (pink, coated). Bottles of 100, 
500 and 1000. 

Ampuls, | cc. (20 mg. per cc.). Cartons of 5. 


CGiiba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 
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physiologic 
correction 
or 


corpus luteum 


failure 


PROLUTON 
PRANONE 


Whether a deficiency of corpus luteum hormone 

presents as spontaneous abortion, metrorrhagia, functional 
dysmenorrhea, or premenstrual tension, it may be 

corrected physiologically by PROLUTON and PRANONE. 
PROLUTON (pure progesterone) is administered 
intramuscularly or as Buccal Tablets. PRANONE (ethisterone) 
is administered as tablets. Both PRoLUTON and PRANONE 

aid development of a normal endometrium essential 

for uninterrupted pregnancy and normal menses. 


PROLUTON® (Progesterone U.S.P.) in oil for intramuscular injection. 
PROLUTON Buccal Tablets (Progesterone U.S.P.) in Schering’s special 
solid solvent base, PoLyHypro..® 


PRANONE® Tablets (Ethisterone U.S.P.; anhydrohydroxyprogesterone), 
orally effective progestin. 


CORPORATION + BLOOMFIELD, N. J. 
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CHRONIC ASTHMATIC... 


Normal Activity restored and maintained 
by quick-acting bronchodilating powder 


WHEN the bronchospasm impends, the patient simply 
takes three or four oral inhalations of this quick-acting 
bronchodilating powder—and the attack usually 
subsides at once. The bronchodilator, NORISODRINE 
Sulfate Powder, is inhaled from a multi-dose sifter 
cartridge inserted in the AEROHALOR. 

NORISODRINE is effective against both mild and 
severe asthma.'-* Similar in action to epinephrine, 
but more effective. Toxicity relatively low. Side effects 
few and usually mild. Before prescribing this drug, 


please write for literature. Abbott 
Laboratories, North Chicago, Ulinois. 


Norisodrine 


Sulfate Powder 


(ISOPROPYLARTERENOL SULFATE, ABBOTT) 


In sifter cartridges 


for use with 


1. Kaufman and Farmer (1951), Ann. Allergy, 9:89, January-February 
2. Swartz (1950), Ann. Allergy, 8:488, July-August 
3. Krasno et al. (1949), J. Allergy, 20:111, March 
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Yours Cruly.. . 


A Valued Compliment 


Dear Sir: 

I should like to take this opportunity to compliment you 
on the excellent journal, GP, which I have been receiving for 
the past year. I find a great deal in it of interest. 

I heartily agree with the point of view expressed in the 
editorial you sent out regarding the necessity for physicians 
to resist the requests of patients for antibiotics when they, 
the physicians, know such drugs are not indicated. The 
press is frequently accused by doctors of being responsible 
for the public clamor for new drugs and for their conse- 
quent administration where they are not needed. My re- 
ply has always been that it is the function of the press to 
inform the public about medical developments, but it is the 
doctor’s duty to remain the judge of what medicine is good 
for his patient in a specific case. 

STEVEN M. SPENCER 
Associate Editor 
The Saturday Evening Post 
Philadelphia, Pennsylvania 


Coming from one of America’s foremost journalists who is 
ranked among leading science writers, such kind words come 
as more than an ordinary compliment.—PvBLISHER 


Dr. Baehr’s Kind Words Unpopular 


Dear Sir: 

I wish to call your attention to some publicity given to Dr. 
George Baehr on page 147 of the January (1953) issue of GP. 

Dr. Baehr is the president and medical director of the 
highly controversial Health Insurance Plan of Greater New 
York. Its object is to destroy the private practice of medicine 
in the guise of improving the standards of medical care. His 
prepaid group practice plan is nothing more than a pilot 
demonstration of “socialized medicine.” This he always 
denies. 

His remarks about the family physician should be taken 
with a grain of salt. They are insincere. His health plan has 
relegated the family physician solely to a role of glorified 
pencil-pushing receptionist and specialist in night calls and 
home visits. That his work may be unhurried, he is relieved 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


of all obstetric work, all surgical work, all gynecologic work, 
all ENT work, all urologic work, all orthopedic work, all 
dermatologic work, and all work period. The type of general 
practitioner that his plan attracts is interested in no work, 
apparently. 

I request and urge that you advise the editorial board of 
GP to ignore in the future any praiseworthy remarks about 
the general practitioner made by Dr. Baehr and/or his asso- 
ciates. They fall on deaf ears to those who are aware of what 
Dr. Baehr and his HIP plan stand for. 

Louts Busn, M.D. 
Baldwin, New York 


Surgery Imperative in Rural Hospitals 


Dear Sir: 

There is one point in the article by Collings and myself in 
the April issue which might well be elaborated. 

This country is dotted with small hospitals with from 
twenty-five to one hundred beds which demand that there 
be immediately available local surgeons on the staff. 

There are too many emergency obstetric, traumatic, and 
acute abdominal problems entering even small general hospi- 
tals to depend on transporting all patients to specialists 
located in regional and teaching hospitals (or vice versa) if 
the obvious and real surgical needs of the people of this coun- 
try are to be satisfied. The conception of the armed forces in 
bringing surgical teams close to the front lines has its parallel 
in small community practice. 

The presently available training for most of the Board 
qualified surgeons is too broad in some fields and inadequate 
in others, particularly in obstetrics, to meet the needs of 
small communities. In rural, semirural, and some small city 
areas the Board qualified obstetrician cannot exist because 
the volume of obstetrics necessary for his economic survival 
is not there. 

These small hospitals require at least one or more general 
surgical staff members competent to take care of most of the 
serious obstetric complications demanding surgery. Even 
though associated with small groups, surgeons in these areas 
find that they have to substitute in general work when other 
members are absent. Therefore, the training of a rural sur- 


(Continued on page 23) 
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... for the obese patient 


cable solution to the problem of 


na restricted diet. 


Obedrin offers 4 practi 


keeping a0 obese patient © 


ave found that 


Thousands of enthusiastic physicians h 
Obedrin curbs the appetite without making the patient 


jittery and does not cause insomnia. 


vitamins to supplement the 
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itamin C is incl 


D Obedrin contains enou gh 


A large dose of v 
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e fluids. 


help mobilize tissu 


a short-acting barbit- 


i ) Obedrin contains Pentobarbita 
Pentobarbital has approximately 


urate, aS 4 corrective. 
the same duration of action as methamphetamine, so the 
negligible. 


possibility of cumulative barb 
convenient, vati- 


The 60-10-70 Diet.* This is * 
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(Continued from page 21) 
geon must be definite in the field of surgery and other fields 
in which he cannot escape minimum basic responsibilities. 

On the other hand, the results of surgery in the hands of 
the average Board qualified surgeon are predictable, definite, 
and excellent. They cannot help but be superior to the work 
of general practitioner-surgeons with three to nine months 
of hospital training in surgery received during rotating in- 
ternships. 

In this day and age it does not seem fair to expose patients 
in small community hospitals for ten or fifteen years to the 
mediocre or poor surgery of an individual while he is devel- 
oping judgment and technique, frequently under the super- 
vision of inadequate preceptors. 

If it is agreed that rural and semirural areas demand sur- 
geons with certain capabilities, and if it is agreed that neither 
the presently available Board qualified surgeon nor the 
general practitioner-surgeon meets this need immediately 
following their residency training, it would seem desirable 
that the general practitioners and the surgeons face this 
problem in the future by deciding together what kind of a 
surgeon should be trained for these areas, how he should be 
trained, where he should be trained, and in what type of 
community he should practice. 

Perhaps the end result of this co-operation would be a 
qualified general practitioner-surgeon whose status and 
function would be recognized by all. 

Donatp M. Crark, M.D, 
Peterborough, New Hampshire 


Exhibitors Bulletin Popular 
Dear Sir: 


We have received several very complimentary comments 
on the excellent way the Academy presented the ‘Exhibitors 
Service Bulletin” for your annual meeting in St. Louis. 

The following is quoted from a letter from one of our mem- 
bers and is typical of the remarks in general: 

‘tWe commend to your attention the excellent ‘Exhibitors 
Service Bulletin’ prepared and sent out to the exhibitors by 
the American Academy of General Practice. This is the sort 
of thing that makes the life of the exhibitor a great deal 
easier and tends to prevent him from overlooking some of the 
more important minor details involved in handling an ex- 
hibit at a meeting of this size.” 

May we join the others in congratulating you on a job well 
done. 

D. M. RoBertson 
Secretary 
Medical Exhibitors Association, Inc. 
Philadelphia, Pa. 


To Mr. Robertson and the many other good friends who took 
occasion to commend the Academy on a new service for exhibitors 
—thanks.—PvuButsHER 


‘Speaks Out of Turn 


Dear Sir: 

I wish to call your attention to an interview with Dr. Paul 
R. Hawley entitled ‘Needless Surgery—Doctors Good and 
Bad,” appearing on page 48 in the U.S. News & World 
Report of February 20. 

(Continued on page 25) 
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If you think she’s HOT 


... wait till you see my 


new L-F DIATHERMY. 


Beautiful ivory or wal- 
nutone finish cabinets. 
Flexible applicators and 
POWER TO SPARE. Most 
application set-ups made 
in 9 seconds or less. 


~~ Model SW 660 Diathermy 


OF DEPENDABILITY AND PERFORMANCE 


tute LIEBEL-FLARSHEIM company 


CINCINNATI 15, OHIO 


VOLUME INDEX 


Copies of the Subject and Author Index of 
Volume VI of GP are now available free 
of charge to subscribers who wish to have 
them. Readers who wish to preserve their 
copies of GP by binding them into volumes 
will want to include the Volume Index. 
Copies are available upon request to 
Circulation Manager, GP Magazine, 406 


West 34th Street, Kansas City 2, Missouri. 
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oral penicillin PERMAPEN 
which can ORAL SUSPENSION 


he even 


Palatable, easy-to-take peach- flavored 
Permapen Oral Suspension will maintain 
constant demonstrable blood levels of 
penicillin in most patients when just one 
teaspoonful is given every eight hours. 
These blood leveis are independent of the 
relation of dosage to meals — in fact, 
Permapen may be given with meals with- 
out loss of efficacy. 


with meals 


Supplied: 2 tl. oz. bottles, 300,000 units 
per 5 cc. teaspoonful. 


Permapen 


(BRAND OF DIBENZYLETHYLENEDIAMINE DIPENICILLIN cs) 


intramuscular PERMAPEN 
penicillin AQUEOUS SUSPENSION 
which 
Free-flowing. easy-to-give Permapen 
Aqueous Suspension can eliminate the 
blood levels Streptococcus carrier state in most rheu- 
matic fever patients because just one 
injection will produce demonstrable blood 
levels in almost all patients for 14 days 
or longer—levels prolonged far beyond 
those attainable with other penicillin 
compounds. 


most prolonged 


Supplied: sterile, single-dose dispos- 
able Steraject* cartridges, 
600,000 units each, with foil- 
wrapped, sterile needle. 


# TRADEMARK, CHAS. PFIZER & CO., INC. 


ANTIBIOTIC DIVISION CHAS PFIZER & CO... INC. 


BROOKLYN 6.N.Y 


GP © Volume VII, Number 5 


| 
= 
a 
é 
4 
| 
= 
4 
~ 
} 
: 
3, 


(Continued from page 23) 
I am ashamed for the American College of Surgeons that 
such a man is a director. I am ashamed that he is a member 
of the American Medical Association, and I am ashamed that 
he is a member at all of the medical profession. This man, in 
this interview, has done much to spoil all the good results in 
public relationship secured in recent years at so much ex- 
pense and effort by our profession. 
Frank W. Messer, M.D. 
Kendallville, Indiana 


Probably Hawley is ashamed himself by now. The Academy 
Board of Directors and the Congress of Delegates have acted 
on his outrageous statements. Incidentally, Hawley is not a 
member of the A.M.A.—PvuBLISHER 


GP as a Standard 
Dear Sir: 

Please accept one advertiser’s thanks for your memoran- 
dum on page 7 of the February issue of GP. 

It is most gratifying to see such an able defense of good 
ethical pharmaceutical advertising within the pages of one 
of the best of the medical journals. 

I might add we have such high regard for the excellence 
of your layout and printing job that we have frequently used 
the reproduction of our ads in GP as a standard by which to 
gage their reproduction in other publications. 

G. Mattory FREEMAN 
Advertising Manager 
A. H. Robins Company, Inc. 
Richmond, Virginia 


Bloodless Revolution 


Dear Sir: 

When I receive your excellent publication I marvel at the 
magnificent job you are doing. It certainly is satisfying to 
me, as an editor for more than twenty years, to see a publica- 
tion that has grown in usefulness in such a short time. 

You are to be admired for your courage in presenting 
technical material in attractive form. I feel that you are going 
to revolutionize professional journal publication. 

Epwarp J. Ryan, D.D.S. 
Editor, Dental Digest 
Evanston, Illinois 


Happy To Make Your Acquaintance 


Dear Sir: 

I came across the name of your journal, GP, in the ab- 
stracts section of the Journal of the American Medical Associa- 
tion. Perhaps I am right in saying I could not find any other 
journal suited for general practice. 

On my part, I am a general practitioner. Would you please 
send me an acquaintance copy of your journal so that I may 
decide whether to subscribe to it. 

Dantet V. Dioso 
Municipal Maternity and Charity Clinic 
Pandan, Philippine Islands 


Well—he’s almost right. Anyway, a complimentary copy was 
forwarded posthaste.—PUBLISHER 
(Continued on page 137) 


McIVOR MOUTH GAG 


offers SAFETY and BETTER — 


for the Surgeon... with 


“no Traumatism to Incisor Teeth 


This Improved Mouth Gag represents the 
advancement in Mouth Gag design for many } Con. 3 


_ tact is made behind canine teeth... with positive, two- 


Point pressure at all times. Completely flexible in use 


as various adjustments are possible in either plane. 


Three sizes of tongue blades come with each Mouth Gag. 
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Fits any mouth from small child to adult and suctess- 


: THE McIVOR MOUTH GAG, of finest material and work: $ $35 
manship, with 3 sizes of tongue bledes . . . COMPLETE 


‘The McIVOR MOUTH GAG $20.00 


Order a MclVOR MOUTH GAG through 
your regular supplier, or write: 


ROBERT & WILLIAMS CO. 


Manufacturers of the MciVOR MOUTH GAG 
416 THIRTIETH STREET * CAKLAND 9, CALIFORNIA 
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A new case history with photographs 


The unique value of ‘Dexamyl’ in providing symptomatic relief from 
mental and emotional distress is clearly demonstrated in this case history 
—reported by a general practitioner. 


* 


Patient: C.P. (shown in photos on opposite page), age 38, 
undergoing an early menopause. "She once said, 'You know, 
Doctor, my children and husband ought to hate me. I yell and 
shriek and throw things. If it weren't for cigarettes and 
coffee I think I'd go crazy. There's not a place in my body 
that don't hurt me...my head, my heart, my belly...but oh, my 
nerves!' Her kind and understanding husband —a retired navy 
gunner — experienced more violent battles in his bedroom than 
he ever saw at sea." 


Medical Treatment: 'Dexamyl', one tablet t.i.d. for 5 weeks; 
then Y% tablet t.i.d. for 13 weeks; and now % tablet p.r.n. 
Also, adjuvant estrogen therapy. 


Response: 'Dexamyl' provided "...sedation without depression; 
elation without euphoria. She recently told me, 'These green 
heart-shaped pills...they carry me along without my coffee pot 
and my cigarette case. They make me feel like I'm all right and 
the world isn't hard to live in. My boy just said a whole week 
went by without me hollering at him.'" 
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These unposed photographs of patient C.P. were snapped during an actual interview 
with her physician. See the opposite page for the case history of this patient. 
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refreshing sleep 


from dusk to dawn 


Pulvules Tuinal—a combination of equal 
parts of quick-acting ‘Seconal Sodium’ 
(Secobarbital Sodium, Lilly) and moder- 
ately long-acting ‘Amytal Sodium’ (Amo- 
barbital Sodium, Lilly)—assure prompt 


and sustained hypnosis. 


oo te Available through your local pharmacy in 
three sizes—3/4, 1 1/2, and 3-grain pulvules- 


PULVULES 
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Editorials 


We Still Believe 


To THOSE same educators who take a dim view of 
home care programs in medical education, the 
words “general practice” seem to be a special ana- 
thema—something like “communism” in these 
United States. The impression is obtained that they 
misunderstand the motives and activities of a 
modern general practitioner. In a letter to the edi- 
tor, published in the Journal of Medical Education 
for February, 1953, Loeb and Atchley had this to 
say: 

‘The necessity for practicing medicine under 
the most adverse circumstances is the only justifi- 
cation for what is termed ‘general practice.’ Surely 
it is anachronistic to believe that the level of pa- 
tient care in this country will be raised by return- 
ing to an era of practice in which a single physician 
is expected to have competence in all aspects of 
medicine.” 

This statement itself is anachronistic because no 
one is espousing that kind of general practice— 
least of all general practitioners. Loeb and Atchley 
should be told that the present-day general prac- 
titioner is doing his humble best to acquire and 
maintain those intellectual and spiritual qualifi- 
cations that they proposed for a ‘family physician” 
when they stated: “His role is to know the patient 
and his environment, to care for him and his family 
in health and illness, to guide him to specialists 
when his problems require their skills and at all 
times to be his counsellor and friend.” 

In ‘Teachers of Medicine” that appeared in the 
Journal of Laboratory and Clinical Medicine for 
January, 1953, Wood was even more quixotic with 
his queries: “Why, may I ask, should the under- 
graduate curriculum be any different for a general 
practitioner than for a neurosurgeon? Do they not 
both have to know a maximum of medical science?” 
These were two questions that he asked as he 
seemed to bridle at the “suggestion that general 
practice should be taught to all undergraduates.” 
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They can be answered readily and succinctly: (1) 
Why, indeed! (2) Yes, sir. 

There is no fault to be found with honest dis- 
agreements about the medical school curriculum. 
They are good for progress. But there is the 
nagging worry that expressions like these of Wood 
and Loeb and Atchley reflect some lack of under- 
standing of what is general practice and what are 
general practitioners. The American Academy of 
General Practice is trying hard to provide under- 
standing. In GP for August, 1952, when we pub- 
lished ‘We Like Specialists,” we ended that edi- 
torial with: ‘Tolerance comes with understanding, 
and understanding will come with time. We are 
patient.” We still believe that’s true. 


Don't Let Them Drown 


IN GENERAL there are two ways in which practicing 
physicians can regularly make notable contribu- 
tions to preventive medicine: by providing their 
patients with opportunity for good periodic check- 
ups, and by participating in community programs 
for prevention of accidents. In the latter category, 
this issue of GP contains Dietrich’s article on pre- 
vention of drowning—an article calculated to stim- 
ulate physicians to provide leadership in their com- 
munities for a program that can save a good many 
lives each year. 

Dietrich proposes the idea that drownings can 
be prevented by proper integration of two functions 
—protection and education. He believes that these 
should have a reciprocal relationship, with pro- 
tection dominant for the very young and for the 
older members of the community. He presents a 
plan that is broad enough to be adapted to the 
needs of any local situation. 

In supporting a program for prevention of drown- 
ing, the physician’s part would be largely that of 
an educator—not that he would have to give swim- 
ming lessons. Rather, armed with information like 
that provided by Dietrich, he could show the need 
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for the program to interested groups, and in his 
daily contacts with patients he could use many op- 
portunities to diffuse interest and sustain it. In this 
kind of “selling” campaign, the physician is a po- 
tent force, a fact that has been demonstrated on 
many occasions. 

Drownings are seasonal, and the season of great- 
est prevalence has just begun. Now is the time for 
physicians to inquire about programs for pre- 
vention of drowning, support them where they al- 
ready exist, start them where they are needed. 
Drownings account for the deaths of some of our 
best people—especially our children. Don’t let 
them drown. 


They Liked Ike 


Promptty at 10:00 a.m. on March 14, 1953, Speaker 
Reuling used a White-House-wood gavel to rap 
for order in the House of Delegates of the American 
Medical Association. The occasion was the special 
meeting at the Statler Hotel in Washington—a 
meeting called on shortest possible notice for the 
sole purpose of considering President Eisenhower’s 
‘Reorganization Plan No. 1 of 1953.” This was 
the plan that created a Department of Health, Edu- 
cation, and Welfare in the federal government, 
thereby bringing Mrs. Oveta Culp Hobby to a seat 
in the Cabinet and giving her a chance to replace 
some of the employees who have previously been 
“frozen” in their jobs by civil service regulations. 

When the delegates assembled it was a foregone 
conclusion that “Reorganization Plan No. 1 of 
1953” would receive congressional approval. If 
they did not already know this, they soon learned 
it from their invited speakers—Senator Robert Taft 
and Doctor (Congressman) Walter Judd. Still the 
plan violated principles that the House of Dele- 
gates had clearly enunciated on previous occasions. 
In particular, the plan did not give them what they 
had long said they wanted—an independent De- 
partment of Health in the federal government. 
Rather health was to be dumped into the same 
basket with education and welfare—a proposal that 
had always been repugnant. For these reasons, there 
was no assurance that the delegates would not op- 
pose the plan and thereby publicly denounce its 
proponents. Of course they did not do this. Rather 
they supported a report of their Board of Trustees 
that commended the plan as being “‘a step in the 
right direction.” 

Various reasons might be advanced for this ac- 
tion of the House of Delegates. They may have 
caught a generous spirit from the prospect out-of- 


doors where Washington was putting on a fine dis- 
play of early spring. They may have been influ- 
enced by the attitude of their leaders—an attitude 
definitely favoring the plan—an attitude engen- 
dered, according to Dr. Elmer Henderson, by the 
feeling that “half a loaf is better than anything 
we’ve had before.” Or perhaps the delegates were 
responding to the reasonable and friendly reassur- 
ance of Senator Taft and Dr. Judd—or to the 
excitement of being visited for the first time in 
history by the President of the United States. 

Probably each of these factors played some part 
in the decision of the House of Delegates. Certainly 
there was a strong compulsion to go along with the 
earnest friendliness and co-operation expressed by 
President Eisenhower. His visit made the occasion 
“historic” for more than one reason. For the first 
time in a good many years, in connection with 
major health policy of the federal government, the 
House of Delegates had a chance to be “for” rather 
than “against.” The delegates made a unanimous 
of their chance. 


Physician, Heal Thyself 


Writinc in the Bulletin of the Menninger Clinic for 
November, 1952, about ‘Problems of Clinical Ad- 
ministration,” Bullard had this to say: “... Our 
idea that a hospital is staffed by mature individuals 
able to determine and ready to meet the needs of 
patients, needs revision. It is staffed by people who 
were people before they became nurses and doctors 
and who remain much the same kind of people even 
after the several years of formalized training, which 
is intended to make them purveyors of . . . truth and 
light.” 

Bullard’s remarks concerned problems of admin- 
istration in psychiatric hospitals, but they seem to 
apply equally well to other spheres of medical prac- 
tice. For example, let’s paraphrase his words as fol- 
lows: “Doctors were people before they became 
doctors, and they remain much the same kind of 
people even after their several years of formalized 
training.” 

At first glance, this statement seems pitifully in- 
genuous, even trite. Yet it strikes at a source of 
much difficulty in doctor-patient relationships. 
When the doctor is immature or unstable, his pose 
as purveyor of truth and light may blind even him- 
self. Then his potentiality for causing harm is con- 
siderable. To his immaturity and instability, add 
one or more of the sins—deadly or otherwise—that 
beset people, and his harmful influence grows ac- 
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cordingly. Certainly his patients are unaware of this 
potentiality—at least for some time—because they 
are even more affected than he by his pose and by 
the aura of mysticism and veneration that still sur- 
rounds physicians. 

It is undesirable—even improper—that the rem- 
edy for such difficulty should come from the disci- 
pline of public opinion. Not that the facts of physi- 
cians’ imperfections should be hidden from public 
view. Rather that their correction should be of the 
doctors’ devising. Theirs is the prime responsibility. 

Undoubtedly Dr. Louis Bauer had these thoughts 
when he delivered his presidential address at the 
last meeting of the House of Delegates of the Ameri- 
can Medical Association. There he called for 
strengthening of grievance committees, a better pro- 
gram for teaching medical ethics and practice in 
medical schools, and more rigid ethical require- 
ments for admission of physicians to county medical 
societies. In effect, he was saying, “Physician, heal 


thyself.” 


All Who Hyperventilate Are Not Neurotics 


‘Our pulmonary clinics are increasingly populated 
by the victims of ... blunderings of our psycho- 
somatic enthusiasts.” This statement reverses the 
usual modern tendency to emphasize the bad effects 
that result when physicians wrongly ascribe pa- 
tients’ functional disorders to organic diseases. It 
is a quotation from Richards’ superb review of ‘“The 
Nature of Cardiac and of Pulmonary Dyspnea” that 
appeared in Circulation for January, 1953. 

In that article the author was stressing the fact 
that patients having pulmonary fibrosis commonly 
manifest moderate hyperventilation—a symptom 
that physicians are likely to pass off as “neurotic” 
or “functional.” The mechanism for this part of 
disturbed pulmonary function is not completely 
understood, but in these cases of diffuse pulmonary 
disease, there is nothing to support the idea that 
hyperventilation can be classed as a sort of hysteri- 
cal dyspnea. 

Richards went on to say, “At all events, it would 
seem wise in cases like this not to brand the patient 
too freely a psychoneurotic; or at least to judge 
the special manifestations of neurosis on their own 
merits only; but in cases where there is or has been 
respiratory disease or injury, to treat the hyper- 
ventilation syndrome as primarily a response to 
organic disease.” 

It is not to be supposed from these excerpts that 
Richards is not aware of the importance of psychic 
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components in provocation of symptoms. In his 
discussion of cardiac dyspnea, for example, he was 
as hearty as any psychosomatic enthusiast in de- 
ploring the mistakes that lead to “iatrogenic” heart 
disease. Essentially, he argued “... for more em- 
phasis in the psychogenic factor in cardiac dyspnea, 
and less in pulmonary dyspnea.” He based this 
argument on his impression “. . . that the diagnosis 
of neurosis is made rather too often in chronic 
pulmonary disease and perhaps not often enough 
in rheumatic heart disease with a valvular murmur 
but no failure.” 

It is refreshing to encounter an author who offers 
his readers such a nice contrast in errors of sub- 
jective interpretation of patients’ symptoms. It is 
particularly helpful to have our attention recalled 
to the fact that all who hyperventilate are not 
neurotics. 


Undergraduate Teaching of Home Care 


RECENTLY some internist-teachers have issued sharp 
criticisms of the trend toward teaching medical 
students how practicing physicians provide office 
and home care for patients. These educators view 
with alarm, gird up their loins, and couch their 
lances when anyone suggests that home care pro- 
grams belong in the medical school curriculum. 

For example, in a letter to the editor of the 
Journal of Medical Education (February, 1953) in 
which they were speaking against inclusion of home 
care programs in the medical school, Columbia 
University’s Robert F. Loeb and Dana W. Atchley 
pleaded that time for basic scientific training is 
precious. They stated that they “would not wish 
to forfeit this precious time in order to teach, 
those aspects of the practicalities of home care 
which are more effectively mastered later by the 
application of common sense and intuition in the 
course of long-continued responsibility for the 
care of the sick.” 

In the same vein, in his presidential address to 
the Central Society for Clinical Research last Novem- 
ber, W. Barry Wood, Jr., of Washington Univer- 
sity, was also sure that there is no room for home 
care programs, and expressed the conviction that 
the teaching of practical facts in such programs is 
their essential weakness. To Wood, “the most ef- 
fective instruction in medicine is that which in- 
volves basic principles rather than practical facts.” 

No one can quarrel with the thought that basic 
scientific training is most important in medical edu- 
cation. But, for most medical students, such train- 
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ing is the means to the end that they shall practice 
medicine. For this reason it is wholly specious to 
argue that training should stop short of things 
practical. Nor do the educators mean it when they 
say that these things should be left to common 
sense and intuition. 

Indeed, during the last two decades, the greatest 
basic change of policy in medical education has been 
the transfer of emphasis from the lecture room 
(where theory is taught) to the wards and clinics 
(where theory is applied; ergo, where medicine is 
practiced). 

Home care programs are a logical extension of 
this policy. Therefore it is all right to argue that 
there is no room for them in the curriculum, but it 
is all wrong to deny them admission only because 
they are practical. 


Cerebral Vascular Accidents 


Now that people live longer, physicians are witness- 
ing an increased incidence of cerebral vascular ac- 
cidents. It is not surprising therefore to encounter 
more and more medical writing devoted to various 
types of cerebral apoplexy. Medicine has a big 
stake in the exploration of methods for prevention, 
prediction, and treatment of strokes. 

To date, techniques for prevention are few and 
imperfect. Some instances of cerebral embolism are 
preventable, for example, by control of auricular 
fibrillation or by prompt, effective treatment of 
bacterial endocarditis. In an occasional case of 
cerebral arterial aneurysm, the astute diagnostician 
may disclose the need for surgical treatment before 
the aneurysm ruptures or at least before the bleed- 
ing from the lesion has caused irreparable damage. 
As a consequence of gradual improvement of meth- 
ods for controlling severe hypertensive states, there 
has probably been some good influence on the inci- 
dence of cerebral hemorrhage. However, it is obvi- 
ous that the vast majority of strokes cannot be pre- 
vented until we have better methods for treating 
hypertension and until we learn to contend with 
atherosclerosis. 

As a necessary prelude to the development and 
study of techniques for prevention of cerebral vas- 
cular accidents, devices for discovery of predispos- 
ing causes are important. For some types of lesions, 
this is not a difficult problem. For example, meas- 
urement of arterial blood pressure readily discovers 
a predisposition to cerebral hemorrhage in patients 
having hypertension. However, detection of a pre- 
dilection to cerebral thrombosis is not so easy if it 


depends upon an early diagnosis of cerebral arterio- 
sclerosis. A step in this direction was reported in 
Circulation for January, 1953, by Hickam and co- 
workers at Duke University. These investigators 
have made retinal photographs before and after 
patients inhaled oxygen. Normally, inhalation of 
oxygen caused a considerable and measurable re- 
duction in the caliber of arterioles. Absence of such 
vascular reactivity was believed to be a result of 
vascular sclerosis and, with some exceptions, re- 
duction of retinal arterial reactivity correlated with 
evidence of cerebral arteriosclerosis (evidence ob- 
tained by the cumbersome methods of studying 
cerebral vascular flow). 

There are two important ways in which salvage 
can be improved for patients having cerebral apo- 
plexy. The first is by prompt surgical treatment of 
patients who survive their first episode of spon- 
taneous subarachnoid hemorrhage. The second is 
by full exploration of the methods which are now 
being used for rehabilitation by experts in physi- 
cal medicine. 

If all physicians who have the prospect of treating 
apoplectics would take the time to study these 
methods, their patients would profit tremendously 
by improvement in comfort, self reliance, or even 
usefulness. 

Otherwise the treatment of cerebral vascular ac- 
cidents is a gloomy prospect at best. Many drugs 
and devices have been tried more or less empirically 
for the purpose of lessening cerebral damage. Un- 
fortunately most of them have been evaluated quite 
subjectively. 

An outstanding modern example is_ stellate 
ganglion block. Some of the physicians who were 
surprised at the use of leeches for Joseph V. 
Stalin may have accepted the idea that hemiplegics 
get along better after injection of procaine solution 
into the stellate ganglion on the side of cerebral 
ischemia. As Millikan, Lundy, and Smith pointed 
out in the Journal of the American Medical Associ- 
ation for February 7, 1953, this treatment has been 
accepted without ever having been evaluated ob- 
jectively. Their own preliminary observations led 
them to state that “results of this treatment have 
not been better than those obtained in a group of 
patients not receiving stellate ganglion block.” 

We are indebted to these Mayo Clinic investiga- 
tors for re-emphasizing the need for objective ap- 
praisal of any treatment, and for presenting a plan 
for such appraisal in patients having apoplexy. 
Certainly in this difficult disorder, the less overlay 
of empiricism the better. 
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Ils Psychotherapy Too Expensive? 


Most people are well over the tendency to resent a 
suggestion that they see a psychiatrist, a tendency 
that was only natural in the days when a psychiatric 
consultation and a stigma of insanity were insep- 
arable in the public mind. But we often encounter 
the objection from patients that they can’t afford 
psychiatric treatment. They are sure that psycho- 
therapy by a specialist is too expensive. 

A psychiatrist is stringently limited in the num- 
ber of patients he can see during a working day, 
mainly because each patient requires a compara- 
tively long appointment. For this reason and be- 
cause they have spent years preparing for their spe- 
cial work, psychiatrists do have to charge each pa- 
tient accordingly. Their gross income is said to be 
less than that of some other types of specialists, but 
this fact would not influence the individual patient’s 
financial burden. A Ford agency may have a bigger 
gross income than a Packard agency, but a Packard 
still costs its owner more. 

However, for patients who need expert psycho- 
therapy and can expect help from it, the expense 
need not be excessive. Often it is more than bal- 
anced by results in terms of increased efficiency and 
reduction of costs for other unavailing methods of 
treatment. This implies that a family physician car- 
ries a heavy responsibility. He is the one who must 
decide which patients need expert psychotherapy 
and which ones will do well under his own guidance 
and treatment. This decision must be made early, so 
that patients can be placed with a psychiatrist before 
they have exhausted their funds and vitality in a 
vain search for improvement with other kinds of 
treatment. 

Through the mediums of GP and general and lo- 
cal meetings, much educational effort of the Acad- 
emy has been in the field of psychiatry. This has had 
two purposes: to sharpen the family physician’s in- 
sight into patients’ needs for psychotherapy, and to 
improve the quality of treatment he personally gives 
within the limits of his training and experience. 
Judging by the response, the effort has been popular 
and fruitful. However, recently we have heard of a 
paradoxical result. 

As a consequence of their educational advance- 
ment and of unusual interest in psychiatric prob- 
lems, some general practitioners have been devoting 
more and more of their time to interviews with pa- 
tients who seemed likely to derive benefit from such 
therapy. The improvement in the patients has been 
quite gratifying, but the physicians have suffered 
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financially. They have not felt justified in charging 
fees which are equivalent to those of a psychiatrist 
and, since interviews usually take a considerable 
amount of time, their income has dropped propor- 
tionately. For these doctors, psychotherapy has 
indeed been too expensive. 


What Price Indifference? 


PuysicIANns in the United States have never been in- 
different to the problems of improving their medical 
knowledge and their technical proficiency. They 
spend more money annually in their quest for in- 
formation than any comparable professional group. 
And the results make their expenditures worth 
while. No one doubts that they are well informed 
about the scientific side of medicine. 

When it comes to other spheres of interest, many 
physicians remain relatively uneducated—even 
about matters that have an important influence upon 
the success of their professional careers. Thus they 
are inclined to be indifferent about social trends, 
political activities, and civic affairs—national and 
local. This is unfortunate because good relations 
between our professional group and the rest of the 
people in the nation depend upon full development 
of mutual understanding. This can only come about 
if we are willing to accept our responsibility for 
being informed upon social, political, and civic 
matters of mutual interest. 

It is easy to say that we have this responsibility. 
How can we insure that we will be as ready to do 
something about it as we are to take postgraduate 
courses and buy medical books and journals? The 
answer to this question is easy. The materials for 
learning—the facts—are readily available, and we 
have the intelligence for absorbing them. All that is 
needed is a widespread awakening of our interest. 

But how is our interest to be awakened? We can 
look back a few vears and recognize that our own 
lack of interest has been a chief factor in the creation 
of difficulties that have plagued us—threats of so- 
cialized medicine, quackery, cultism, restless inse- 
curity. We cannot foresee the future, but we can 
look at the present and find many reasons for be- 
lieving that we are living in one of the most critical 
periods in world history. 

If the lessons of past and present are not enough 
to arouse our interest, we have then still to reckon 
the cost. What price indifference? Frustration for 
ourselves and our fellow men who have a right to 
expect from our profession the highest type of 
social leadership. 


= 
ae 


Clinical and Radiologic Pelvimetry in Obstetrics 


BY MARVIN H.GRODY,M.D. 


St. Louis City Hospital, St. Louis, Missouri 
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Platypelloid (flat) 


Figure 1. The classical pure inlet types. 


Figure 2. Typical gynecoid pelvis; inlet and lateral views. 


Proper evaluation of the obstetric pelvis by simple 
techniques and principles has long been a foremost 
goal of the obstetrician. The gradual achievement of 
this end during the past twenty years has contribut- 
ed much toward mitigating what probably repre- 
sents the greatest single modern obstetric enigma, 
difficult labor stemming directly from cephalopelvic 
disproportion. As a result of these advances, the 
practitioner’s ability to diagnose and predict this 
complication of pregnancy has greatly increased. 

Proven logical methods of clinical examination of 
the obstetric pelvis, tempered by the astute clinical 
judgment that comes only from common sense and 
experience, are invaluable. Of equal importance is 
the ability to analyze radiologically the bone struc- 
ture of the pelvis and to apply obstetric value to it. 
Yet the maximum diagnostic exercise is constituted 
not by either of these methods alone but rather by 
the combined judicious employment of the finer 
features of both in the solution of the problem of 
cephalopelvic disproportion. 


Figure 3. Typical android pelvis; inlet and lateral views. 
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The aim of pelvimetry is three-fold: (1) measurement of certain diameters, (2) evaluation of the pelvic 
architecture, and (3) demonstration of the relationship of the fetal head to the maternal pelvis. 

The widespread tendency to emphasize the first and neglect wholly or in part the latter two categories is 
highly regrettable. Although the importance of pelvic diameters can never be underestimated, their 
value is decreased if the equally important study of the pelvic bony framework is neglected. 


Pelvic Types 


A necessary preface to any discussion of means of 
evaluating the female pelvis consists of a brief study 
of the various pelvic types. Probably the best dispo- 
sition of pelvic types is that introduced by Caldwell 
and Moloy in 1933 and discussed so brilliantly by 
the latter author in his recent monograph on the 
complete subject of pelvimetry. Their original clas- 
sification consisted of four pure or parent forms 
based primarily on inlet morphology but with rec- 
ognized associated characteristic features of the 
midplane and outlet. 

Later it was realized that more often than not 
pelves were of mixed forms, i.e., the anterior portion 
of a pelvis might conform to one type while the pos- 
terior might represent another, or a pelvis might 
appear to resemble one parent type with tendencies 
toward another. Moloy has particularly emphasized 
that classification of pelves depends as much on the 
morphologic features of the midplane and outlet as 
on the inlet shape, and that a designation of type 
should not be determined from the latter alone. 

The four classical forms are well known and are 
called gynecoid, android, anthropoid, and _ pla- 
typelloid or flat (Figure 1). To understand more 


properly the term mixed pelvic form, an explana- 
tion of the terms anterior and posterior segments of 
the pelvis is required. Anterior and posterior seg- 
ments of the pelvis are those portions of any pelvic 
plane which lie anterior and posterior respectively 
to the major transverse diameter of that plane. The 
usual references to these segments concern only the 
straits of the inlet, where the widest transverse di- 
ameter acts as the partition, and of the midpelvis, 
the dividing line of which is the interspinous 
diameter. 

Mixed pelvic types, then, are those with anterior 
and posterior segments conforming to different 
pure types. In this way, a pelvis may consist of a 
posterior segment that is most similar to the pos- 
terior segment of a pure android form while the 
anterior segment may be a replica of a pure gyne- 
coid anterior segment, or an anthropoid posterior 
segment might be combined with an android an- 
terior segment. In all, ten mixed forms are possi- 
ble. Anthropoid-flat combinations are not feasible 
and are never found. Mixed forms, as already inti- 
mated, also include those pelves which seem to fall 
into the category of one of the parent forms but 
which possess one or two major architectural fea- 
tures usually attributable to other forms. 


Figure 5. Typical flat pelvis; inlet and lateral views. 
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Figure 4. Typical anthropoid pelvis; inlet and lateral views. 


Table 1. Comparable features of the four pure pelvic forms. 


android 


gynecoid 


flat 


anthropoid 


inlet shape round to transversely 


bone structure medium to delicate 


wedge-shaped or 


elliptical triangular posterior direction 

anterior segment wide and well-rounded narrow long, narrow, and very wide and 
rounded rounded 

posterior segment wide and well-rounded _ flat and wide long and narrow very wide and fiat 

sacrosciatic notch medium narrow very wide and shallow narrow 

sacral curvature average average or straight average average 

sacral inclination average forward average or backward average 

lateral walls straight converging straight straight 

interspinous diameter wide narrow slightly narrow very wide 

subpubic arch wide very narrow and slightly narrow very wide 

wedge-shaped 
intertuberous diameter wide narrow slightly narrow very wide 


heavy to medium 


elliptical in anterior- flat, transverse, oval 


medium to delicate medium to delicate 


Further comprehension of this subject necessi- 
tates at this point a description of the classical 
forms as noted by Moloy. Table 1 is a composite 
listing of the singular features of each type. 

The most typical female pelvis is the gynecoid, 
seen in Figure 2. This illustrates the characteristic 
features of the gynecoid pelvis listed in Table 1 ex- 
cept for the subpubic arch, which is illustrated in 
Figure 8 b. Masculine characteristics in a female pel- 
vis typify the android type. Figure 3 depicts marked 
android tendencies which usually are not so extreme 
as noted. Conformity with Table 1 under the android 
column is obvious. Most notable in the anthropoid 
pelvis, other than the characteristics listed in Table 1, 
is the typically narrow sacrum (Figure 4). Also of in- 
terest is the frequent occurrence of six sacral verte- 
brae in this pelvic type and the occasional occur- 
rence of converging side walls and associated nar- 
row interspinous and intertuberous diameters and 
narrow subpubic arch. The flat or platypelloid pel- 
vis (Figure 5), although revealing an apparently 
narrow sacrosciatic notch in the direct lateral view, 
due to the great width of the pelvis, actually has 
a wider notch if an oblique view is used. Although 


Figure 6. The DeLee pelvimeter. 


convergent lateral walls are occasionally seen in the 
flat pelvis, compensation is effected by the great 
width of the inlet with resultant normal interspinous 
and intertuberous diameters. Flat pelves usually ap- 
pear shallow in the lateral view. 

The diagnosis of pelvic type can be made clinical - 
ly and radiologically with great certainty by com- « 
bining the various findings of the important pelvic 
features and diameters by either method. 


Clinical Evaluation of the Pelvis 


Training in the art of manual examination and 
interpretation of the obstetric pelvis has become 
noticeably deficient with the advent of x-ray pelvim- 
etry. This resultant clinical passivity is directly 
proportional to the practitioner’s dependence on 
the radiologist’s invasion into the field of obstetrics 
through the channel of roentgenologic pelvimetry. 
Common sense and clinical judgment seem to have 
succumbed to the rising cry to “take pictures at the 
drop of a hat.” 

With studied practice and experience, manual 
pelvic evaluation can assume its well-deserved posi- 


Figure 7. The Williams pelvimeter. 


GP ¢ Volume Vil, Number 5 


: 
t 
ae 
at 
f 
— 
ry 
36 
. 


Figures | through 8, and 10 and 12 rom Moloy: Evaluation of the Pelvis in Obstetrics, W. 8. Saunders Co. ,Philadelphia. 


Figure 8. The subpubic arch: a, very wide (platypelloid), b, wide (gynecoid), ¢, average or moder- 
ate (anthropoid), with intertuberous diameter demonstrated, and d, narrow (android) forms. 


tion. With rare exceptions it should enable the con- 
scientious physician to differentiate readily between 
the normal, borderline, and contracted pelvis. From 
this springboard, cases requiring further analysis by 
x-ray can be more intelligently and specifically se- 
lected. Clinical pelvic interpretation should be re- 
garded as an excellent screening device that, when 
properly managed, is easy to perform, is standard- 
ized for different examiners, causes minimal distress 
to the patient, and requires little equipment. 

Clinical evaluation of the bony pelvis frequently 
begins as the patient walks into the office. The ex- 
aminer, either consciously or subconsciously, will 
“size up” the constitutional habitus of the patient 
and make a silent guess at the type of pelvis with 
which he will soon be confronted. In actual prac- 
tice, however, it has been shown that there is poor 
correlation between body habitus and pelvic shape. 

Examination of the pelvis should follow a fairly 
complete routine for adequate evaluation. Although 
relatively few examiners have discarded external 
pelvimetry, almost. all have ceased to associate 
much significance with the findings. At least two of 
the more prominent obstetric textbooks have elimi- 
nated the discussion of external pelvimetry in the 
most recent editions. In passing, it may be men- 
tioned that, when small, these external diameters at 
best only suggest an inadequate inlet. 

The three external diameters most generally 
recognized are the interspinous diameter (distance 
between the lateral borders of the anterior superior 
iliac spines), the intercristal diameter (measure- 
ment between the most lateral points of the iliac 
crests), and the external conjugate diameter (meas- 
ured from the most superior point of the symphysis 
pubis to the apex of the rhomboid of Michaelis of 
the back). The lower limits of normal for these di- 
ameters are generally taken to be 23, 25, and 18 
centimeters respectively. The relative unimportance 
of these measurements, compared with internal 
measurements, cannot be emphasized enough. 
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Routine internal examination should consist of 
careful inspection of the various pelvic features suc- 
cessively in each plane as the examining digits pro- 
gress inwardly. As a suggested plan for adequate 
analysis, the following pelvic features are offered 
and discussed in the order in which they should be 
inspected clinically. 

1. Intertuberous Diameter. Various means have 
been established for measuring this diameter. The 
easiest and most readily applicable probably is the 
insertion of the clenched fist between the tuberosi- 
ties. Since even small fists rarely are less than 8.5 
cm. in breadth, this diameter can certainly be con- 
sidered adequate if the fist fits easily. 

In using more accurate means of measurement, 
controversy invariably arises as to the exact points 
demarcating the diameter. A suggestion toward 
better standardization is the constant location of 
this diameter as that distance between the bilateral 
most medial points of the ischial bony contour 
where the bony curve just begins to sweep laterally 
to form the tuberosity (Figure 8c). A measurement 
of 8 cm. or less may be considered small at this 
level. 

One of the best instruments to obtain this dis- 
tance accurately is the DeLee pelvimeter (Figure 6), 
each thumb of the examiner guiding one of the 
blunted ends of the calipers to the point noted 
above on either side of the pelvis. A series of metal 
(DeLee) bars graduated at increments of 0.5 cm. 
are frequently used. These present the disadvan- 
tage of slipping under and behind the tuberosity, 
thereby giving a larger measurement than the true 
diameter, but they can be used effectively if this is 
avoided. Other examiners prefer the Williams pelvi- 
meter (Figure 7), a fairly adequate device used to 
measure the intertuberous distance by the insertion 
of each thumb through a metal loop attached to 
each respective limb of the caliper. Then, as the 
thumbs palpate the tuberosities, a measurement can 
be read. Actually, it remains for each practitioner to 
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establish his own standard for this measurement on 
the basis of the method he uses, combined with 
practice and experience. 

2. Subpubic Arch. This architectural feature is a 
significant guide to the size of the midpelvic an- 
terior segment. It may be classified as narrow, me- 
dium, or wide (Figure 8) depending on whether two 
or less, three, or four or more fingers respectively 
can be inserted between the descending rami of the 
pubis at a point about 1.5 cm. below the lowest 
point of the symphysis pubis. In this respect again 
experience becomes the greatest teacher. 

3. Anteroposterior Diameter of the Outlet. Although 
some authorities attach importance to this distance, 
in general it is not thought to be as significant as 
the other features of a good examination, and may 
readily be omitted in favor of other diameters and 
features which yield the same information more 
easily. It is not always a simple matter, especially in 
the presence of obesity, to locate the posterior end 
point, the sacrococcygeal junction. This point is 
usually found bimanually with two digits of one 
hand inside the vagina and the fingers of the other 
hand on the skin. 

The actual measurement is made by placing the 
tip of the middle finger intravaginally on the sacral 
tip with simultaneous thumb placement on the 
most inferior point of the pubic symphysis. This 
digital positioning is maintained as the hand is re- 
moved, and the distance measured between the fin- 
gertip and thumb tip represents the diameter. It is 
considered small when less than 11 cm., in which 
instance it is thought to suggest a flat pelvis, a for- 
ward sacral inclination, or a generally contracted 
pelvis. 

4. Posterior Sagittal Diameter of the Outlet. This 
represents the distance between the sacrococcygeal 
junction and the midpoint of the intertuberous 
diameter. It is a relatively difficult diameter to meas- 


Figure 9. The Thoms pelvimeter. 


ure and is usually avoided in favor of evaluation of 
other pelvic features which delineate that particular 
area of the pelvis just as well and more simply. 

This measurement is best accomplished by the 
Thoms pelvimeter (Figure 9) with the patient lying 
on her side. It is regarded as small when less than 
8 cm. An old clinical rule classifies a pelvic outlet 
as small when the sum of this diameter and the in- 
tertuberous diameter is less than 15 cm. in the 
presence of a narrow subpubic arch. 

5. Ischial Spines. Classification here should be 
divided into two categories, one describing the 
bony tip of the spine and the other portraying the 
base of the spine. The former may be prominent, 
average, or flat, and will affect the interspinous 
diameter, while the latter may be broad, average, or 
narrow, influencing the width of the anterior and 
posterior segments of the midpelvis. Thus, in a 
borderline type of pelvis with prominent spines, the 
additional room afforded the posterior segment by 
narrow spinal bases might allow delivery by vagina, 
while broad spinal bases, extending both posteriorly 
and anteriorly along the lateral pelvic wall, might 
make Cesarean section mandatory. Although the 
prominence or lack of prominence of the tips of the 
ischial spines is noted almost without exception, 
scarce heed is paid to the character of their bases. 

6. Interspinous Diameter. This measurement is 
probably the most incorrectly interpreted clinical 
diameter and, paradoxically, is the most important. 
Errors in proper evaluation of this distance arise 
chiefly from improper methods of examination. 
Many instruments have been devised and proven 
inadequate for general clinical use. 

Careful manual examination, tempered by ex- 
perience, although not capable of yielding a unit 
measurement, can yield a valuable impression as to 
the interspinous width. The examiner should main- 
tain the arm of the examining hand always in the 
midsagittal plane of the patient. The examining 
digits should be inserted fully extended in this same 
plane into the vagina with the palmar surface facing 
one lateral pelvic sidewall directly. The fingers are 
then slowly flexed until the spine is contacted, and 
re-extended slowly to the midsagittal plane. The 
hand is then rotated 180°, maintaining the arm in 
this plane and the examining fingers in extension, 
and the procedure is repeated with reference to the 
opposite spine. Shifting the elbow to either side or 
flexing the fingers while rotating the hand may give 
a completely distorted impression. The careful ex- 
aminer can become proficient in designating this 
diameter as wide, average, or small. 
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7. Slant of the Pelvic Sidewalls. This is an impor- 
tant over-all pelvic architectural feature that is easy 
to ascertain but frequently neglected. The examin- 
ing fingers are simply passed over the lateral walls 
of each side of the pelvis, anteriorly and posteriorly, 
from inlet to outlet, and the slant is determined as 
straight, convergent, or divergent (Figure 10). 
The last type is infrequently seen and, because 
of its association with precipitous types of delivery 
once the inlet has been negotiated by the fetal head, 
has been called the “blunderbuss” type of pelvis. 
Straight sidewalls are usual features of gynecoid 
types of pelves. Convergent sidewalls are most fre- 
quently associated with a narrow subpubic arch and 
reduced interspinous and intertuberous diameters, 
conforming most often to android types but also to 
anthropoid types. A flat inlet may have convergent 
sidewalls below it, but the downward convergence 
from the wide transverse diameter of the inlet may 
result in an intertuberous diameter of average width. 
8. Pubospinous Diameter. In emphasizing the im- 
portance of midpelvic evaluation by clinical means, 
Thierstein has demonstrated the employment of 
this and the following diameter as indices of the 
capacity of the middle strait. The pubospinous di- 
ameter, that distance from the ischial spine to the 
lowest point of the symphysis pubis, may be meas- 
ured by simultaneously touching the tip of the 
middle finger to the spine and the tip of the thumb 
to the apex of the subpubic arch. The distance is 
then measured on withdrawal of the hand in this 
position. A normal dimension is approximately 8.5 
cm. and signifies an adequate midpelvic anterior 
segment if the subpubic arch is not narrow. In cases 
of below average pubospinous diameter and sub- 
pubic arch, the head is forced posteriorly. 
9. Sacrospinous Ligament. This ligament lies be- 
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Figure 10. Slant of the side walls; a, divergent, b, straight, and ¢, convergent types. 


tween the sacral tip and the ischial spine (Figure 
11). It conforms to the width of the greater sciatic 
notch and indicates the size of the midpelvic poste- 
rior segment. It also aids in establishing the pelvic 
level of the sacral tip in relation to the ischial spines 
as well as its proximity to the spines. 

The length of this ligament can be easily obtained 
by placing fingertips across it and then measuring 
the width of these fingers. Between 5 to 5.5 cm. 
represents the normal range, while measurements 


\Y 


Figure 11. Line 1, the spinopubic diameter; 
the sacrospinous diameter. 
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below 4.5 cm. indicate posterior segment contrac- 
ture. Both depth and width to the posterior pelvis 
are assured if this diameter is large. The coexistence 
of prominent spines, a sacrospinous diameter of 4.5 
cm. or less, a spinopubic diameter of 8 cm. or less, 
and a bituberous diameter of 7.5 cm. or less almost 
always indicates a contracted midpelvis. 

10. Sacral Curvature. This feature may be classi- 
fied as medium, marked, or straight. Curvature is 
simply ascertained by moving the examining digits 
longitudinally up the anterior sacral surface from 
the sacrococcygeal junction to the sacral prom- 
ontory. 

A medium or average curve is found in the great 
majority of pelves. Straight curvatures are most 
often associated with android types of pelves and 
are most likely to cause interference with head 
mechanism just below the inlet if the inlet is border- 
line or small, unless the sacral inclination is back- 
ward. Obstruction may occur with a straight sacrum 
just above a borderline midpelvis with adequate in- 
let if the inclination is not backward. 

Marked curvatures are most often associated with 
shallow pelves and are important because the sacral 
tip is usually brought into close proximity with the 
ischial spines, thereby cutting down midpelvic pos- 
terior segment capacity. In the presence of a narrow 
interspinous diameter, this situation becomes seri- 
ous. A rectum filled with feces prevents an accurate 
evaluation of the sacrum. 

11. Sacral Inclination. Delineation of sacral in- 
clination is determined simultaneously with the 
curvature and is designated as average, forward, or 
backward (Figure 12). Manual evaluation of this 
important feature is poor as compared to visualiza- 
tion of it by x-ray. It concerns the relationship of 


Figure 12. The pelvis from the lateral aspect. Longitudinal curvatures and in- 
clinations of the sacrum to illustrate convergent straight and divergent lateral bore. 


both ends of the sacrum to the symphysis pubis, 
taking into account the curvature. 

Sacral inclination is chiefly important as regards 
the relationship of the sacral tip to the midpelvis 
and usually is noncontributory to contracture, it 
the curvature is average, unless it is forward. How- 
ever, even if the sacrum is forward, obstruction at 
the midpelvis or outlet may be obviated by a long 
sacrum. Infrequently a contracted inlet will be seen 
associated with a backward inclination. 

12. Soft Tissues. Although outside the category 
of bony pelvis, the status of the soft tissues must be 
determined at the time of clinical pelvimetry. The 
chief items of note should be the condition of gen- 
eral pelvic support, the presence or absence of pre- 
vious episiotomy scars or obstetric tears, the condi- 
tion of the cervix, and the presence or absence of 
adnexal or other pelvic soft tissue masses that might 
obstruct delivery. 

13. Retropubic Arch. This is the arch formed by 
the superior rami of the pubis. It is one of the chief 
determining factors of the size of the anterior seg- 
ment of the superior strait. 

Clinical palpation of the retropubic arch is very 
difficult, and only in multiparous women is exam- 
ination worth trying. The classification is narrow, 
medium, or wide, and is best judged on the x-ray 
film of the pelvis, although experience in this part 
of the pelvic examination can be revealing in the 
presence of pelvic relaxation. 

14. Diagonal Conjugate Diameter of the Inlet. The 
importance of proper clinical measurement of this 
diameter cannot be overemphasized. Yet, para- 
doxically, it is the stress placed upon evaluation of 
this diameter that has indirectly led to neglect of 
proper analysis of other equally important pelvic 
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features. The diagonal conjugate is used for clinical 
estimation of the true obstetric conjugate of the 
inlet, and is the distance from the sacral promon- 
tory to the apex of the subpubic arch. 

With the thumb in extension externally at the 
apex of the arch, this diameter is measured rather 
easily by sweeping the extended examining fingers 
upward over the anterior sacral surface in an at- 
tempt to contact the promontory. In the average 
and large pelvis, the promontory will not be reached 
by the average examining hand, which usually can- 
not measure deeper than 12.5 cm. When the prom- 
ontory is reached, the distance can be transposed 
to a centimeter rule on withdrawal of the hand in 
extension with the point of contact of the apex of 
the arch marked on the skin over the radial aspect 
of the second metacarpal bone. 

The true conjugate is estimated by subtracting 
1.5 cm. from this measurement. When the diagonal 
conjugate measures 11.5 cm. or less, with a corre- 
sponding true conjugate of 10.0 cm. or less, in ac- 
cordance with this rule, the inlet is considered 
small in its anteroposterior diameter. 

The wrist and elbow must be dropped deeply as 
the fingers move up the sacral surface. If this is not 
done, a very prominent and palpable promontory 
might be missed in cases of marked curvature where 
the fingers lose contact with the surface and the 
upward progress of the fingers is discontinued be- 
cause of the false impression that the entire upper 
sacrum is probably out of reach. 

15. Transverse Curve of the Sacral Promontory. 
This feature is only important when the antero- 
posterior inlet diameter is short and the promon- 
tory can be palpated. In such a case, if this curve 
is convex and bulging inward, the capacity of the 
posterior segment of the inlet is encroached upon 
dangerously. 

Summary. As already intimated, clinical pelvim- 
etry is usually much more easily effected in the 
multiparous than in the primiparous pelvis because 
of the quality difference of the soft tissues. To the 
astute observer, restriction of lateral movement of 
the fingers in examining the outlet and midpelvis 
immediately suggests a contracted pelvis. A clini- 
cally small outlet is almost invariably associated 
with a small midpelvis and impels careful evaluation 
of the latter since it is the smallest pelvic strait and 
thereby the one at which difficulty is most likely to 
occur. 

An adequate clinical examination of the obstetric 
pelvis according to the principles enumerated should 
enable the examiner to classify it fairly accurately 
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as to pelvic type. In addition, the clinical judgment 
arising from such an examination should lead to an 
accurate selection of cases requiring further study 
by roentgenologic pelvimetry. 


Roentgenologic Evaluation of the Pelvis 


Unquestionably, relatively accurate measure- 
ments of certain diameters and fairly adequate 
recognition of many architectural features can be 
accomplished clinically with good technique. How- 
ever, there certainly is no argument about the 
superiority of x-ray to clinical pelvimetry. This 
statement is not meant to advocate x-ray pelvimetry 
as a routine. Rather, the implication is the ex- 
pedience of resorting to radiologic techniques 
whenever clinical judgment concludes that an ob- 
stetric pelvis is either questionably or definitely 
inadequate. There are some diameters that cannot 
be ascertained accurately by any means other than 
x-ray, namely, the anteroposterior and transverse 
of the inlet and the anteroposterior, interspinous, 
and posterior sagittal of the midpelvis. It is con- 
ceded that the outlet measurements are best made 
clinically. It is of additional note that clinical 
measurements are almost invariably less than those 
made by x-ray. As a result, in many cases roentgen 
pelvimetry has demonstrated clinically contracted 
pelves to be ample for vaginal delivery. 

The proper indications for x-ray pelvimetry have 
recently been stressed by Weinberg. The following 
is a list, arranged categorically, which should as- 
sist the practitioner in deciding on the need for 
pelvic x-rays. Depending on the particular case, 
any one of these reasons or any combination of 
them should indicate radiologic evaluation. 


A. THE FETUS 


1. A nonengaged vertex in a primigravida at term 
. Sustained transverse lie in early labor 

. Suspected brow presentation 

Breech in a primigravida at term 

. Unexpected dystocia during labor 


B. THE OBSTETRIC HISTORY 


1. Previous difficult labor, especially with poor fetal result 

2. Previous difficult forceps delivery 

3. Successively longer and more difficult labors with succes- 
sively larger babies 


C. THE PELVIC ARCHITECTURE BY CLINICAL EXAMINATION 
. Prominent ischial spines 

Very broadly based ischial spines 

Flat sacrum 

Forward sacral inclination 

. Narrow subpubic arch 

Short sacrospinous ligament 


> 


D. THE CLINICAL MEASUREMENTS 


1. Diagonal conjugate of 11.5 cm. or less 

2. Bituberous diameter of 8 cm. or less 

3. The sum of the bituberous and outlet posterior sagittal 
diameter equalling less than 15 cm. 

4. External interspinous (anterior superior iliac) diameter of 23 
cm. or less 

5. External conjugate diamet 


of 17 cm. or less 


It must be emphasized again that the diameters 
alone represent but a portion of the value of roent- 
gen pelvimetry. Concomitant study of the archi- 
tectural features and the fetal-pelvic relationship 
are imperative. 

Inlet Measurements. The critical x-ray inlet meas- 
urements are generally taken as 10 cm. for the 
true obstetric conjugate and 12 cm. for the widest 
transverse diameter. Of course both of these meas- 
urements are of value only when used together 
with other features of the individual case. Diffi- 
culty may be present when these are larger and 
may be absent in some cases when smaller. 

Some authorities object to the use of the true 
obstetric conjugate on the grounds that it is not a 
true diameter of the actual plane of the inlet, 
which theoretically usually falls at a slightly lower 
level. However, Hodges and Dippel state that, as 
a comprehensible diameter with definite, easily 
found end-points at the sacral promontory and 
the most prominent postero-superior point of the 
symphysis, it “should and will be retained.” The 
size of this measurement has long been established 
as genuinely significant in estimating pelvic inlet 
capacity. 

A simple rule of thumb may be adopted for inlet 
measurements. If the sum of the two major inlet 
diameters, as seen by x-ray, equals 22 cm. or less, 
a strong suspicion of contraction should be aroused. 
Although the contracted inlet occurs much less 
often than does midpelvic contraction, it is con- 
sidered by many to be more important since a great 
majority necessarily invoke Cesarean section, while 
forceps extractions so frequently prove adequate in 
midpelvic contractions. 

The retropubic angle of the inlet can always be 
evaluated by x-ray, as can the inlet shape, in con- 
trast to the inadequacy of clinical examination. 
The importance of these features can best be illus- 
trated by comparing a gynecoid inlet to an android 
inlet having exactly the same true conjugate and 
widest transverse measurements, where the former 
inlet is proven adequate and the latter inadequate. 
In the android features, because of the proximity 
of the widest transverse diameter to the posterior 


border of the typical wedge shape, the posterior 
segment is almost eliminated, while the narrow 
retropubic angle restricts the anterior segment 
markedly from each side. 

Midpelvic Measurements. The midpelvic plane is 
marked by the most prominent postero-inferior 
point of the symphysis pubis and the tips of the 
two ischial spines. Dependent upon variations of 
the sacrum, this plane will usually establish a pos- 
terior end point in the region of the junction of 
the fourth and fifth sacral segments. At this plane, 
as noted by Weinberg, occur the most dramatic 
changes of labor, including the simultaneous move- 
ments of internal rotation (most marked in occipito- 
posterior positions) and descent, the maintenance 
of or change to flexion, and the greater portion of 
the molding of the head. Because the midpelvic 
transverse diameter, defined best as the shortest 
possible distance between the ischial spines, repre- 
sents the narrower of the transverse diameters of 
the two upper pelvic straits, contraction of the 
midpelvis occurs about six times more frequently 
than that of the inlet. 

Average midplane measurements are approxi- 
mately 11.5 cm. and 10.5 cm. for the anteropos- 
terior and interspinous diameters respectively. The 
average posterior sagittal distance, from the mid- 
point of the interspinous diameter to the posterior 
end point on the sacrum, easily seen in a good 
lateral film, is about 5 cm. The critical bispinous 
distance is considered by some as 9.5 cm. but since 
this diameter, when narrow, is often associated 
with unfavorable architectural features and other 
small measurements, 10 cm. is often taken as the 
lower limit of normal. Often compensation for a 
short interspinous diameter will be effected by a 
long anteroposterior or posterior sagittal diameter. 

Mengert developed a simple method to indicate 
midpelvic adequacy. He suggests multiplying the 
anteroposterior diameter by the transverse (inter- 
spinous) diameter, with 125 taken to be the normal 
product of this multiplication. The actual product 
obtained is compared to the normal as a percent- 
age of it. The critical level is chosen to be 85 per 
cent of the normal product. 

Another simple rule on determination of mid- 
pelvic capacity involves the addition of the bispin- 
ous diameter to the midplane posterior sagittal 
diameter. A sum of 13.5 cm. or less indicates in- 
adequacy, and this figure is raised to 14 cm. in the 
presence of a large baby and unfavorable archi- 
tectural features, as a forward straight sacrum and 
spines with broad bases. 
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Besides the characteristics of the sacrum and the 
ischial spines, which can be judged more closely 
radiologically than by clinical examination, the 
magnitude of the sacrosciatic notch, a good index 
to posterior segment capacity of the midpelvis, can 
be viewed directly. Clinically its size is estimated 
by the length of the sacrospinous ligament, which 
actually proves to be a fairly good index. 

Outlet measurements by x-ray are poor and rela- 
tively unimportant since almost invariably they are 
larger than corresponding midpelvic distances. 
They act only as a warning beacon, when small, to 
possible difficulties above. 

The most important feature of the outlet is the 
subpubic arch. X-ray films and clinical examina- 
tions show the arch equally well. The size of this 
arch is an important factor in determining the 
possibility of midpelvic arrest. 


Simple Method of Radiologic Pelvimetry 


Roentgenologic evaluation of the obstetric pelvis 
is generally regarded by the practitioner as a mys- 
tery which only the radiologist is equipped to 
solve. This feeling is moderately justified when at- 
tention is directed to the multitude of compli- 
cated techniques requiring elaborate equipment 
which have been developed for the measurement 
of transverse pelvic diameters. Many of these meth- 
ods have proven to be very accurate and are regu- 
larly employed in large city clinics and medical 
centers. However, because of the lack of technical 
simplicity and because of the need for special 
equipment, they cannot be universally employed. 

In 1950, Isaacs reported a new, accurate, simple 
technique, called roentgen pelvimetry by differ- 
ential divergent distortion, which requires no spe- 
cial equipment and is rapidly gaining widespread 
recognition. Its accuracy has been equal or su- 
perior to other methods commonly employed. 

Comprehension of the basis for this technique 
readily follows an explanation of a few general 
principles of radiology. Consider the target of an 
x-ray tube as a point source of x-rays. The mag- 
nification of the image of an object placed parallel 
to a film varies according to the distance of the 
object from the film, provided the target-film dis- 
tance remains constant. Thus, the closer the object 
to the film, the smaller will be the image, and the 
closer the object to the target, the greater the image. 
This is called divergent distortion and occurs in- 
variably in routine roentgenography. 

In the converse situation, when an x-ray picture 
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Figure 13. The geometry of differential divergent distortion 
(Isaacs). 


is taken of an object lying at an unknown but fixed 
distance from the film, changes in the target-film 
distance determine the degree of magnification. 
Thus, two distorted images of variant size can be 
produced by making two exposures of the object 
at different known target-film distances. A simple 
mathematical relationship can be demonstrated be- 
tween the sizes of the two distorted images and 
the true size of the object. The latter can then be 
calculated from the two former sizes without know- 
ing the distance of the object from the film. Isaacs 
calls this principle “‘differential divergent distor- 
tion.” Since it is impossible, by present methods, 
to make a remotely accurate estimate of the dis- 
tance of any transverse diameter of the pelvic mid- 
plane or inlet to the film, the practical implication 
of this method becomes obvious. 

In practice two successive frontal films of the 
pelvis are taken with the patient lying supine on 
an ordinary Potter-Bucky table. Target-film dis- 
tances of 25 and 40 inches are employed. Figure 13 
will be used to show how transverse diameters of 
the pelvis can be rapidly ascertained. 
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T represents the unknown object diameter. With 
the target at 25 inches, diagrammatically two sim- 
ilar isosceles triangles, PEF and PQR, are formed. 
The bases of these triangles are T and 4 respec- 
tively, and the heights of the triangles are 25-d and 
25, when A represents the image size at 25 inches 
and d represents the unknown object-film dis- 
tance. A value of T is then obtained: 


T A T= A(25—d) 


=— or 
25—d 25 25 


(1) 


Similarly, at 40 inches, with d remaining constant, 
and a taken as the size of the image at 40 inches, two 
other similar isosceles triangles are formed, XEF 


and XYZ, and a second value for T is found: 
a(40—d) 
Therefore, 
A(25—d) _ a(40—d) 
2 40 


(3) 


Simplifying, 
(4) 8A(25—d) = 5a(40—d) 


Solving then for d, an unknown distance, 
5a—8A 


(5) d 


Substituting for d in equation (1): 


a(25 
(6) T= 5a—S8A J or 7 = 


25 


3Aa 
8A—5a 


Using this formula, transverse diameters can be 
determined in a matter of a few minutes simply by 
substituting the measured values of the images on 
the films for A, the image at 25 inches, and a, the 
image at 40 inches in the formula. 

Isaacs has further simplified this mensuration 
technique by constructing a nomogram (Figure 14) 
from the formula. The details of this construction 
are fully explained in the original article. In making 
measurements using the nomogram, first the widest 
transverse diameter of the pelvic inlet is measured 
with a ruler on each of the frontal films. The longer 
measurement, A, is found on the film taken at 25 
inches, while the shorter, a, is yielded by the film 
at 40 inches. To find the actual diameter, a ruler is 
laid across the nomogram, the scales of which are 


Figure 14. Nomogram for roentgen pelvimetry by differential 
divergent distortion. 


divided to represent millimeters, so that its edge 
intersects the scales A and a at these measured 
lengths. The intersection of the ruler edge with the 
scale T then indicates the true length of the diam- 
eter. The actual interspinous diameter can be simi- 
larly calculated by measuring the distance between 
the images of the tips of the ischial spines. 

As in most other radiologic techniques of pelvim- 
etry, the measurement of the bituberous diameter 
by this method is not considered accurate because 
of the indefinite location of end points for the ischial 
tuberosities. Instead, manual evaluation is a more 
practical method of measuring the outlet. 

A lumbar pad is suggested, although not neces- 
sary, for the taking of these films since it allows for 
a truer projection of the pelvic inlet and reveals 
a better view of the tips of the ischial spines than 
in the ordinary supine position of the patient. 

A minimal knowledge of radiologic technique and 
comparatively little time and effort are all that is 
necessary to carry out this method of x-ray pelvim- 
etry. The total equipment consists of nothing more 
than a roentgenographic table, an opaque millimeter 
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ruler, a lumbar pad, 10 x 12 inch x-ray films and 
associated cassettes, and a nomogram for which 
simple mathematics may be substituted. It is worthy 
of note that measurements can be made from wet 
films taken by this method, a fact of great impor- 
tance if the patient concerned is in labor. 

The measurement of anterior-posterior diameters 
by x-ray films is much simpler than transverse diam- 
eter evaluation. The use of calibrated isometric 
scales in association with a single lateral roentgeno- 
gram has been almost universally accepted as the 
method of choice. Isometric scales are simply radi- 
opaque rulers placed presumptively in the plane of 
the part to be evaluated. Identical distortion is un- 
dergone by the roentgenologic images of the ruler 
and the anatomic part. As a result, the ruler image 
may be used to measure the part, in this case a 
sagittal pelvic diameter. 

Usually the ruler is marked at one-centimeter in- 
tervals. In practice the examiner simply calipers the 
image of the desired diameter, places the calipers 
on the image of the scale, and reads off the true 
diameter without any calculations. The straight 
edge of a piece of paper can be used as a calipers 
by placing the edge on the desired image diameter, 
making pencil marks on the paper at each end of 
the diameter, and then placing the edge along the 
edge of the ruler image to obtain the size of the 
true diameter. 

The chief locations used for the radiopaque ruler 
are in the gluteal fold, between the labia, or over 
the sacrum in the midline where it is held in place 
by adhesive tape. 

The singular difficulty in making sagittal diam- 
eter measurements is the identification of the sym- 
physis pubis. This can be overcome by a minimal 
amount of practice both in taking and reading the 
films. It is always more obvious in a true lateral film 
than otherwise, but a true lateral picture is not often 
obtained. The symphysis in most cases, when it is 
not obvious at first glance, can be located by fol- 
lowing the pubic rami anteriorly. 

More elaborate techniques of roentgen pelvimetry 
than Isaacs’ method are those of Caldwell and 
Moloy, Ball, Snow, and Thoms and Torpin. All of 
these methods are widely accepted and are in cur- 
rent use in many large clinics. With the proper 
equipment and in the hands of those trained in the 
particular technique, an accurate evaluation of the 
pelvis may be made. Except for a short discussion 
of the Caldwell-Moloy technique, about the fetal- 
pelvic relationship, these methods will not be de- 
scribed since they are beyond the scope of this paper. 
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Relationship of Fetal Head to Pelvis 


As noted by D’Esopo, in spite of the relative per- 
fection now attained by radiologic techniques in the 
measurement of pelvic diameters and evaluation of 
pelvic features, fetal cephalometry still leaves much 
to be desired. Most pelvimetric techniques bypass 
the problem simply by omitting head measurements. 
An average biparietal diameter of 9.5 cm. is erro- 
neously assumed in all calculations, when in truth 
a half centimeter either way may yield an over- 
whelmingly different outcome of labor in a particu- 
lar pelvis. Even granting complete molding of the 
head, a few additional millimeters may transform 
a spontaneous delivery into a difficult instrumental 
delivery, and a few more may carry the case to ter- 
mination by Cesarean section. However, because of 
the paucity of methods of accurate comparison of 
head and pelvic diameters, a trial of labor becomes 
necessary before a final decision is made on the 
method of termination of labor. 

In actual practice, the exact degree of molding 
that will occur in any given case in labor is unpre- 
dictable. Yet it is an established fact that a large 
fetal head is much more apt to cope with dispro- 
portion than a smaller fetal head. This is so because 
a larger head has more volume to mold and is less 
likely to be associated with intracranial hemorrhage. 
Caution must be interjected, however, since the 
poorest prognosis for normal delivery occurs when 
a major pelvic contracture and a large fetal head 
exist conjointly. 

The precision stereoscope x-ray technique of 
Caldwell and Moloy enables the observer to visualize 
the pelvis in three dimensions. In essence, this 
method requires a pair of stereoroentgenograms of 
the pelvis in the transverse position with a view 
into the inlet. These films are then placed in a 
measuring stereoscope equipped with mirrors which 
enable the examiner to observe a three-dimensional 
virtual image. The diameters of this image may then 
be measured by the projection into it of a real, 
opaque, flood-lighted ruler on the end of a mobile 
outthrust rod. In the same way, cardboard circles 
of varying diameter may be projected into this vir- 
tual image to note which one seems to fit the inlet 
best. 

Moloy and Steer have described such a method 
and have used it in a large series of case studies in 
which it has proven very practical. The cardboard 
circles all have a long wooden handle and are grad- 
uated from 8.0 cm. to 12.5 cm. in 0.25 cm. incre- 
ments. The diameter of the largest circle which just 
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fits into the pelvic inlet is compared to the diameter 
of the circle which just fits the fetal head in the 
biparietal plane. It has been shown that the critical 
difference between the two diameters is one centi- 
meter. This means that, at least at the inlet, if the 
diameter of the circle which just fits the inlet is one 
cm. or more larger than that of the fetal biparietal 
plane, arrest is not likely to occur. When the dif- 
ference is less than one cm., the prognosis for 
vaginal delivery is poor but other features must be 
taken into account before a pronouncement of dis- 
proportion is made. Thus, in a flat pelvis with an 
anteroposterior diameter of 10 cm. associated with 
a fetal biparietal diameter of 9.5 cm., the residual 
space provided by a transverse diameter of 14 or 
15 cm. may allow enough molding in the presence 
of good labor to permit passage of the head. 

The placement of these cardboard circles in the 
midpelvis cannot be adequately done. However, the 
interspinous diameter is used for comparison with 
the biparietal diameter, combined with a considera- 
tion of the capacity of the anterior and posterior 
segments of the midplane, since the head may pass 
before or behind the spines, prior to a decision 
on prognosis. 


ForMep in the bone marrow, the eosinophil leukocyte 
travels in the blood stream to the lungs or intestine, 
where leaving the blood vessel it makes its way through 
the tissues to the mucosa of the bronchus or intestine. 
At this point, in the lung at any rate, it either passes 
into the lumen of the bronchus and is so eliminated 
from the body, or it is caught up in the lymphatic 
system whereby it may re-enter the blood stream from 
which it is extracted and subsequently destroyed by 
the spleen. 


A Dying Breed 


Mosr men who go in for science teaching and/or re- 
search have had their education given to them and have 
taken to science for their own diversion. The true 
scientist is only concerned with following his vocation 
to the best of his ability within the limits of his capaci- 
ties. He is not properly concerned with hours of work, 
wages, fame, or fortune. For him an adequate salary is 
one that provides decent living without frills or fur- 
belows. No true scientist wants more, for possessions 


Experimental Study of Eosinophil Function 


In general it may be said that there is not much 
to offer the practitioner, in the form of simple x-ray 
techniques requiring a minimum of equipment, for 
the accurate evaluation of the relationship of the 
fetal head to the pelvis through which it must pass 
for vaginal delivery. It behooves the physician to 
observe closely both clinically and radiologically 
any case of suspected cephalopelvic disproportion, 
remembering always that in borderline cases it may 
be the forces of labor alone which will ultimately 
prove the determining factor in the outcome of the 
labor. There is danger here, also, for although the 
powers of labor may be great, effecting eventually 
a vaginal delivery, irreparable intracranial damage 
may have occurred as a result. 

So, ending on the same theme with which it 
began, this discussion of pelvimetry emphasizes 
again and finally the need for astute clinical judg- 
ment in all cases of cephalopelvic disproportion. 
There is, as yet, no mechanical device or series 
of calculations which has proven to be an adequate 
substitute. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


In the light of previous published work, and of the 
present findings, it is highly probable that the function 
of the eosinophil leukocyte is to carry histamine, or a 
histamine-like toxic material from the bone marrow to 
the tissues for inactivation. This concept of the func- 
tion of the eosinophil provides a common factor among 
the widely varied clinical conditions with which eosino- 
philia of the blood is associated in man, and offers an 
explanation of the clinical syndrome, eosinophilic in- 
filtration of the lungs.—Joun Vaucun, Blood, 8:1, 1953. 


distract him from doing his beloved work. He is content 
with an Austin instead of a Packard; with a table model 
TV set instead of a console; with factory- rather than 
tailor-made suits; with dollar rather than hand-painted 
neckties, etc., etc. To boil it down, he is primarily 
interested in what he can do for science, not in what 
science can do for him. The breed, unfortunately, is 
dying out.—Freperick J. Hammett, Science, 117:64, 
1953. 
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Industrial Dermatitis 


BY WILLIAM H. EYSTER, 
Toledo Clinic, Toledo Ohio 


JR., M.D. 


Occupational diseases of the skin represent a loss to United States industry of more than a million dollars 
annually. There are six major causes of industrial dermatitis—primary irritations, trauma and accidental 


injury, sensitizing substances, methods of skin cleansing, oil and petroleum products, and physical and 
biologic agents. Diagnosis depends upon history of exposure, site of eruption, appearance of the 
eruption, and patch testing. Good preventive measures can be devised, but their success is proportionate 


the skin which is a result of the unfavorable reaction 
of an industrial chemical or agent upon the skin. 
The majority of these skin reactions should be 
classified as industrial disease rather than as in- 
dustrial injury. 

You might think that occupational disease of the 
skin is a rather modern disease beginning with the 
development of our industrial age. Nothing could 
be further from the truth. Each occupation of man 
has its own peculiar occupational skin disorders, 
beginning, it is suspected, with the cave man who 
probably got poison ivy chasing his meat on the 
hoof and knocked lots of skin off his shins in the 
process. 

Actually, the first written record of industrial 
skin disease was made by Paracelsus in his “‘Morbis 
Metallicus” written in the fifteenth century. Since 
then each century and every type of society has 
noted skin eruptions from occupational irritants. 
Notable examples have been baker’s eczema, miller’s 
itch, varicose veins in workers whose occupation 
required long standing, and primary syphilis of 


to co-operation by workers, especially in skin cleansing. 


INDUSTRIAL DERMATITIS may be any inflammation of 


the hands of midwives. They were described by 
Razamazzini in the seventeenth century. In 1775, 
Percival Potts described chimney sweeps’ cancer of 
the scrotum. 

Bazin, in 1862, established a classification of the 
causes of occupational skin diseases. Many other 
men, too numerous to mention, have contributed 
to the knowledge of occupational skin disorders. 
Today, new agents causing disease of the skin are 
continually being recognized as new industries are 
developed, new raw materials are worked with, and 
new products produced. In general, the types of 
reactions have remained the same, for the skin has 
relatively few ways to protest against irritation of 
its surface. These will be discussed later. 

The majority of disorders of the skin from oc- 
cupational causes are and should be classified as 
‘occupational disease” rather than “occupational 
accident.” An occupational accident is defined as 
an event which takes place fortuitously and at a 
fixed time and without one’s foresight or expecta- 
tion; one which proceeds from an unknown cause 
or is an unusual effect of a common known cause 
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Figure 1. Dermatitis of face due to lime. This is 
an example of dermatitis due to primary irritant. 
Note limitation of dermatitis to site of contact. 


and, therefore, not expected. An occupational 
disease is one which results from the nature of 
the employment. By “nature” is meant not those 
conditions brought about by the failure of the 
employer to furnish a safe place to work, but condi- 
tions to which all employees of a class are subject 
and which produce the disease as a natural incident 
of a particular occupation, and attach to that oc- 
cupation a hazard which distinguishes it from the 
usual run of occupations, and is in excess of the 
hazard attending employment in general. The 
distinguishing feature between accident and disease 
is time. Accident is sudden and is one episode— 
disease requires a period of time and usually 
implies repeated exposures. 

The importance of occupational dermatitis is 
illustrated by a review of the reports of com- 
pensation boards of seven states. These reports 
show that 65 per cent of occupational diseases were 
dermatoses. Occupational illnesses, however, com- 
prise only 5 per cent of all compensable injuries. A 
better indication of the incidence of occupational 
dermatoses may be found in the figures of the 
Public Health Service. The highest incidence was 
seen in the industries of synthetic rubber manu- 
facture and chemical and dye manufacture with 7.5 


and 7 per cent respectively. The lowest incidence ef 
of major industries was in automobile manufacture, 
with 0.4 per cent. Taking industry as a whole, 
excluding clerical workers, a conservative estimate 
of the number of workers affected by occupational 
disease of the skin was 1 per cent per year. In 
other words, one in every hundred workers suf- 
fered an occupational disorder of the skin each 
year. A study of the compensation records shows 
that the average loss of time per year was about 
ten weeks, and the average compensation paid was 
about $100. The average cost of medical care was 
about $90. It is therefore estimated that the annual 
loss from occupational dermatoses in the United 
States was in excess of $1,000,000. 

A breakdown of the causes of skin diseases in 
industry revealed six major ones. These causes in 
order of importance were—primary irritations, 
trauma and accidental injury, sensitizing substances, 
methods of hand cleansing, oil and petroleum 
products and, finally, physical and biologic agents. 


Primary Irritants 


Primary irritants are agents which will cause 
dermatitis by direct action on the normal skin at 
the site of contact, if they are permitted to act in 
sufficient intensity or quantity for a sufficient length 
of time. A definite chemical or physical action is 
produced on that portion of skin with which they 
come in contact (Figure 1). These agents include 
acids, alkalies, and nonaqueous solvents. 

Among the solvents, the chief offenders are 
kerosene, gasoline, turpentine, and paint thinners. 
The acids and alkalies most commonly causing 
irritation are chromic acid and chromates, sulfuric 
acid, oxalic acid, cyanides, sodium hydroxide, 
calcium oxide, cement, silicates, and dilute 
ammonia solution. 

Other common offenders are zinc chloride, 
calcium chloride, tar, pitch, creosote, cresol, sodium 
sulfide, cupric sulfate, pine oil, sulfur dioxide, 
formaldehyde, pickling and brine solutions, insec- 
ticides, paints, enamels, and varnishes. 

Dermatitis of this nature caused 41.7 per cent of 
cutaneous occupational disease in a series of 1,412 
cases reported by Klauder and Gross in January, 
1951. 


Trauma and Accidental Injury 


Trauma and accidental injury together account 
for 22.6 per cent of all occupational skin diseases 
and thus rank second among the causes of in- 
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dustrial dermatoses. These include accidental burns 
with caustics or hot solutions, infections following 
accident or injury, reactions to medications used 
for injuries, and eczematous dermatitis caused by 
occlusive dressing, discharge, adhesive tape, and 
overtreatment (Figure 2). 

It has been our experience that Furacin, sul- 
fonamide ointments, local anesthetic ointments, oral 
sulfonamides, and penicillin have caused the ma- 


jority of reactions to medications. It should be 


noted that overtreatment is by no means an ex- 
clusive property of occupational dermatitis, but 
rather is a major factor in all fields of dermatology. 

Just a word concerning the relation of cutaneous 
cancer to trauma. More and more the industrial 
boards are allowing trauma as a cause of cutaneous 
tumor. It is a fact that one trauma cannot produce 
a malignancy. This is supported by experimental 
evidence proving that a single injury has never 
produced carcinoma. Second, carcinoma is never 
found in the scar of surgical operations except as a 
seeding phenomenon. Third, many injuries have 
been recorded without malignancy found in them. 
After war, at which time there was a great deal of 
injury, there was no increase of cancer. Last, there 
are rarely malignant tumors at sites of frequent 
trauma. 


Reactions of Sensitivity 


Sensitizing substances account for 13.6 per cent 
of all occupational dermatoses. A cutaneous sensi- 
tizer is an agent that does not necessarily cause 
demonstrable cutaneous changes on first contact 
but may effect such specific changes in the skin 
that, after five to seven days or more, further con- 
tact on the same site or on other parts of the body 
will cause dermatitis. It should be emphasized that 
repeated exposure is necessary, and these exposures 
may occur over a considerable period of time. A 
primary irritant may also be a sensitizer in that 
it may so condition the skin that further contact 
with dilute solution for a brief period of time 
may result in dermatitis. 

Dermatitis is only allergic if it is a result of an 
induced generalized sensitivity and all skin areas 
are reactive. Skin, in which the defense mechanism 
has been impaired is, of course, more vulnerable to 
the action of primary irritants. An individual who 
has had trauma to the skin such as an abrasion, or 
who has a physiologic defect such as a systemic 
disease, diabetes for example, or who has an an- 
atomic defect, such as a redheaded, light-skinned 
individual, is hypersensitive to primary irritants. 
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Figure 2. Dermatitis of hands resulting from over- 
treatment of traumatic injury of hand. Dermatitis is 
the result of injudicious use of oil of wintergreen. 


This is not a specific hypersensitivity, for the 
dermatitis is due to the physical or chemical action 
on that particular portion of the skin. It should not 
be considered allergic, for any other primary irritant 
may do the same thing. 

An example of the difference between primary 
irritation and allergy may be found in the following 
illustration. A mason scrapes his hand on a cement 
block he is lifting into place. He then cleanses his 
hand with an industrial detergent and develops a 
dermatitis. That is dermatitis caused by a primary 
irritant. However, if he begins to use a new resin 
paint in covering the cement block and two weeks 
later develops dermatitis on the hands, he has 
developed a reaction of sensitivity. Contact with the 
paint on any portion of the body, even in dilute 
solutions, will then result in a dermatitis within a 
day or two. This is an allergic reaction, and the 
sensitivity involves all skin areas and is not confined 
to any particular skin area. 

The percentage of persons developing a reaction 
to a sensitizing agent is directly proportional to the 
degree of exposure. Dermatitis developing after 
changes in working conditions, changes in in- 
dividual resistance, or physiologic changes may 
deceive us into thinking that allergy exists when 
actually it is merely primary irritation causing the 
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dermatitis and becoming apparent because of the 
changes. Examples of altered working conditions 
may be more trauma than usual, greater concentra- 
tion of the chemicals, greater quantity of the 
chemical than usual or prolonged exposure. Other 
factors, such as lowered resistance of the skin of the 
worker, for example excessive perspiration, changes 
in acidity of the skin, disease, fatigue, or aging, may 
lower the skin resistance to a primary irritant and 
result in a dermatitis. This may appear in a person 
who has worked on the same job for months or 
years and, unless examined closely, might be 
considered an allergy. 

The sensitizing substances causing dermatitis are 
many, and new agents are discovered with each new 
industry and with each new material used. To date 
the most frequent agents are phenol-formaldehyde 
resin (Bakelite) and Rhus (poison ivy). Other 
offenders include nickel, oil, antibiotics, rubber, 
various foods, woods, chrome, chromates, and 
certain other chemicals such as urea resins (Plaskon). 


Methods of Hand Cleansing 


Closely behind the sensitivity reactions in fre- 
quency of occurrence were methods of hand cleans- 


Figure 3. Acne-like lesions of posterior neck. 
Hydrocarbons on the skin aided by rubbing 
of collar produce these acneform lesions. 


ing. This group comprised 10.7 per cent of the 
cases. A majority of reactions in this group were 
due to volatile solvents and appeared in painters 
who used turpentine and paint thinner, and 
machinists who commonly used kerosene or 
gasoline. 

Next most frequently incriminated in this group 
were soaps and detergents. Dermatitis was seen 
due to soap in bakers, food handlers, bartenders, 
dish washers, and the like, who clean hands fre- 
quently or were, for other reasons, exposed to soap 
excessively. 

The remainder had reactions to “‘chemic,”’ which 
is a mixture of sodium carbonate and calcium 
hypochlorite used by workers in dye houses, 
tanneries, and coloring material factories. 


Oil Folliculitis 


Substances such as mineral oil, grease, paraffin, 
chlorinated synthetic waxes, and coal tar pitch 
produced dermatitis in 9.2 per cent of occupational 
dermatoses. This skin disorder is the only one 
which may have peculiar characteristics and may 
be recognized solely by inspection of the skin. 

The distinguishing feature of oil dermatitis is an 
inflammation of the hair follicles which may pro- 
ceed to furuncles and an acne-like eruption of the 
exposed surfaces (Figure 3). Of course, an eczema- 
like eruption of the skin may be produced, as with 
other sensitizing substances. 

Prolonged exposure to petroleum, unrefined 
paraffin, grease, tar, and pitch may cause epithelial 
proliferation, which may result in keratoses, 
papilloma, and epithelioma of the parts so exposed. 


Physical and Biologic Agents 


The last group of abnormal skin reactions to 
occupational contacts is composed of miscellaneous 
agents including physical agents, such as ultra- 
violet light, x-ray, radium, and heat. These result in 
atrophic and degenerative changes of the skin and 
in extreme, malignant degeneration (Figure 4). 

Biologic agents, such as penicillin, streptomycin, 
and the other antibiotics, should be classed with 
the sensitizing agents discussed above, except when 
they are given by medical personnel for occupational 
traumas which have become infected. The allergic 
reactions from internal ingestion of these agents 
used for this reason should be the responsibility of 
the industry. 

Reactions of the skin to external medications 
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and overtreatment of industrial disease of the skin 
are also the responsibility of industry and more 
particularly of those who undertake to treat in- 
dustrial disorders. Nurses, doctors, dentists, and 
other medical people working with antibiotics, and 
workers producing them may develop an eczematoid 
reaction. Penicillin and streptomycin have been the 
chief offenders. 


Symptoms of Occupational Disorders 


The symptoms of occupational dermatoses vary 
and depend upon the cause and severity of reaction. 
In the most severe reactions, such as those caused 
by concentrated primary irritants, hypersensitivity, 
or excessive exposure to physical agents, the onset 
is usually sudden. The patient first notices an 
itching of the exposed parts. This is followed by an 
erythema and then papules, vesicles, swelling, 
oozing, and crusting—generally in that order. 

The symptoms may occur within a few hours or 
may take as long as forty-eight hours to develop. 
The reaction may develop slowly or rapidly, de- 
pending upon the factors of concentration of the 
irritating agent, length of exposure to the agent, 
and resistance and reactivity of the individual. The 
reaction may also stop at any of the stages. Itching 
represents the mildest reaction, and the accumula- 
tive total, ending in crusting, the most severe. 

With the milder reactions of itching and erythema, 
the worker may be kept at work, under observation. 
He may either develop an immunity, that is 
“harden,” or progress to the more severe forms of 
epithelial reaction. In the latter event, the patient 
must be removed from work until his skin heals. If 
he does not stop working in the irritating sub- 
stances, he may develop deep ulcers, fissures, or 
thickening and loss of elasticity of the skin, and the 
dermatitis may become universal. He may even 
become sensitive to a larger number of materials 
which he touches in his ordinary life and, as a 
result, develop a chronic incurable eczema. 

Once an individual has recovered from an in- 
dustrial dermatitis, he may or may not be able to 
return to his original contacts. The probability is 
that he will not be able to tolerate them, especially 
if he has suffered a reaction of hypersensitivity. 
Folliculitis to oils and the carcinogenic potentiali- 
ties of the hydrocarbons have been discussed. 

A note here may be in order concerning fungus 
infection as an industrial disorder. The only workers 
on whom these dermatoses are peculiar, and thus 
compensable, are barbers who develop ringworm 
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and vegetable and fruit canners who develop mycotic 
infection of the hands and nails. There may be an 
aggravation of pre-existing fungus infections in 
those workers required to work in damp environ- 
ment or with occlusive safety shoes in a warm 
environment. The occupational factor here, how- 
ever, may be exceedingly hard to prove. 

It is important to determine the cause of the 
complaint of a worker for three reasons. (1) This 
has a direct bearing on treatment and prevention 
of a recurrence of the disorder. (2) The cause of 
the skin disease must be determined because if it is 
of industrial origin, the worker must be com- 
pensated for his loss of time. (3) It must be deter- 
mined who is to pay the physician’s fee. 

The Industrial Commission does compensate a 
physician to some extent for the care of dermatoses 
of industrial origin, but does not even recognize 
diagnostic work if the condition is other than indus- 
trial unless specifically ordered by them. This ap- 
plies even though the examination is requested by 
the company to determine industrial origin and a 
report of nonindustrial origin would save the com- 
mission and the insured company considerable ex- 
pense. The patient should be carefully instructed on 
this point, for ill will may result if a patient is 


Figure 4. Actinodermatitis of neck showing late 
skin reactions to actinic rays. Note atrophy, 


scarring, depigmentation, 


and telangiectasia. 
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charged for the first visit of a nonoccupational der- 
matitis when he was sent for examination by the 
company without free choice of the physician. 


The diagnosis of dermatoses of industrial origin 
is based upon four equally important investigative 
procedures. These will be briefly presented. 

First, the history of the eruptions must be ob- 
tained. To qualify historically, an eruption must not 
have been present prior to employment. The derma- 
titis must develop during employment and after a 
reasonable exposure. Other historical facts of im- 
portance in determining causation are the reactions 
of other workers and a history of aggravation while 
working and regression when off work. The last may 
in itself establish industrial origin. 

The second diagnostic aid is the site of the erup- 
tion. Occupational dermatitis should begin on the 
sites of maximal exposure, but may subsequently ex- 
tend further. It should be noted that maximal ex- 
posure is not necessarily on the exposed surfaces. 
An example is found in a worker in sensitizing ma- 
terial in the form of dust. This may accumulate in 
highest concentration in sweated areas such as in 
the axillae or under the belt. Sites of friction, such 
as the skin beneath the cuffs of the sleeves, gloves, 
tops of shoes, may have lowered resistance, and this 
predisposes the skin to an occupational dermatitis. 

Third, the clinical characteristics of the lesions 
help in diagnosis. The characteristics of industrial 
dermatoses have been discussed. Occupational dis- 
ease can be ruled out when the disorder is recog- 
nized as another dermatologic entity such as sebor- 
rhea, lichen planus, impetigo, or pityriasis rosea, to 
mention just a few. It is, of course, apparent from 
this brief comment that the patient should be 
stripped completely for adequate examination and 
diagnosis. 

Finally, the patch test is an aid in the diagnosis of 
occupational disease. It is, however, only of value in 
the allergic group of occupational dermatoses. It is 
based on the theory that if dermatitis is on the basis 
of hypersensitivity, the entire skin is equally hyper- 
sensitive, and the application of the causative agent 
to a nonaffected area for a period of time will result 
in irritation at the point of contact. It is apparent, 
therefore, that a negative test does not rule out oc- 
cupational origin but that a positive test is of value. 


The technique of the patch test consists of apply- 
ing materials peculiar to the occupation to an un- 
broken skin area. These materials must not be in a 
concentration that is primarily irritating. A test ma- 
terial is held in contact with the skin by a small 
square of unbleached muslin. This is covered by an 
impervious innocuous material, such as gutta per- 
cha or cellophane, and the whole sealed on the skin 
by adhesive tape. The patch remains in place one or 
two days and then is removed and is interpreted at 
one, two, and three day periods. A positive reaction 
is manifested by erythema, edema, and a papular 
or blistering reaction at the site of contact with the 
tested agent. 


Prevention 


The value of prevention of disease cannot be dis- 
puted. In the realm of industrial disease, the prob- 
lem can be met most fully and the ideal of complete 
prevention of illness most nearly obtained. I should 
like to discuss briefly a few basic principles. 

Each industry and each unit of each industry pre- 
sents its own peculiar problems. The first step is 
an investigation of the industry as related to the 
health of the employees. The factors investigated 
should include the goods manufactured, the raw 
materials used, and the processes through which 
these materials pass during manufacture. Informa- 
tion from the plant medical personnel, safety engi- 
neers, chemists, foremen, and persons affected may 
be obtained concerning the particular cutaneous 
problem. Questions of what kinds of dermatoses, 
when they appear, what jobs produce skin irritation 
most frequently, and what agents produce the dis- 
ease must be answered. 

If a survey shows the presence of cutaneous haz- 
ard, a program of prevention should be developed. 
Briefly, a program of prevention should include 
eliminating or minimizing hazards, education of 
personnel in the significance of preventive measures 
taken, selection of personnel, and provision of phys- 
ical safeguards, such as protective clothing, ade- 
quate facilities for cleansing the skin, and exhaust 
systems for the removal of irritating substances. 

Inspection and enforcement of the program 
should be instituted to make the program work. 
Most dermatologists feel that the most important 
contributing cause to industrial dermatitis is the 
failure of workers to cleanse the skin properly dur- 
ing and after work. 
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BY CARL HELGESON, M.D. 
Chicago, Illinois 


Antabuse is an effective adjunct for management of chronic alcoholism. While the drug is taken, a 
patient is inhibited from drinking because of fear of the violent reaction that develops when alcohol is 
ingested. The method should not be used unless the patient wants to stop drinking, and it should be 
reinforced by other standard helps (Alcoholics Anonymous, etc.). Under these provisions Antabuse can be 
used safely by general practitioners who are interested in treating alcoholic patients. 


ANTABUSE (tetraethylthiuram disulfide) itself is 
harmless in proper dosage, but when combined with 
alcohol it produces marked flushing, perspiration, 
difficulty in breathing, rapid pulse, and then low 
blood pressure, possibly vomiting, and in rare cases 
unconsciousness. The cause of the ill feeling is an 
increase of acetaldehyde in the blood. 

Other substances (cyanamide, animal charcoal, 
etc.) will also produce an increase in acetaldehyde. 
Thus no chemical, strange to the body, is produced 
by the Antabuse-alcohol reaction. Acetaldehyde is 
present in traces normally, in larger amounts when 
we drink alcohol, but in very much larger amounts 
when drinking while Antabuse is in the body. 

The history of this discovery is well known. In 
1947 Jacobsen and Hald of Copenhagen, Denmark, 
while doing some experimental work on tetraethyl- 
thiuram disulfide, took a few grams each to de- 
termine its toxicity on humans. A few days later 
each had a drink of alcoholic liquor and became 
ill. Thus it was discovered, by accident, that this 
substance might be of value in the treatment of 
alcoholism. 


Then in 1948 Martensen-Larsen began a series of 
treatments of long-term alcoholics in Denmark. 
Since then England, Canada, Scandinavian coun- 
tries, and the United States have witnessed an ex- 
tension of this experimental work. Over 10,000 
patients have been treated in Denmark alone, and 
in this country over 7,000. 


Preliminary Considerations 


The speed of the reaction is of some importance. 
I think the dosage of the drug should be such that 
the person would get sick within five minutes after 
drinking one ounce of whiskey, which is equivalent 
in alcoholic content to the usual cocktail or to a 
12-ounce bottle of 4 per cent beer. 

Preliminary laboratory tests advised in the early 
work were liver function (bromsulfalein), kidney 
function (NPN, concentration, and albumin), rou- 
tine blood counts, and electrocardiogram. I believe 
these tests should still be required, but I also be- 
lieve that only patients with definite heart disease 
should be refused this treatment. I have not seen a 
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single case of liver or kidney damage in a patient 
under Antabuse treatment. On the contrary, I 
have noted albuminuria in about one-third of my 
cases before treatment, with almost all of them 
clearing up while on Antabuse. 

Possibly epileptics should not be given this 
treatment because of the risk that hyperventilation 
may bring on convulsions. Asthmatics may have 
more than usual difficulty in breathing during the 
test. Here smaller amounts of alcohol can be used, 
or epinephrine given. 

Ill effects of Antabuse were numerous when the 
drug was given in doses of four tablets (2 Gm.) the 
first day, three tablets the second day, and then 
two tablets (1 Gm.) each day until the test with 
alcohol. On such doses about 50 per cent of pa- 
tients had some fatigue and 50 per cent some con- 
stipation. Also, some complained of headache. 
About 4 per cent complained of decreased sexual 
potency, 4 per cent had mental disturbance, and 
4 per cent skin eruptions. 

Since beginning with only 2 or 1% tablets (1 to 
0.75 Gm.), these ill effects have been fewer and 
milder, and they disappear when the dose is at a 
maintenance level of 0.125 to 0.5 Gm. a day. 

Since the effect of the drug may increase during 
the first three months, no maintenance dose is 
final until that period has elapsed. It is better to 
start with lower doses of Antabuse and smaller 
amounts of alcohol in the test drinks than to make 
some patients unnecessarily ill and at the same 
time frighten both patient and doctor. 


An Antabuse Program 


To date, I have treated eighty-three alcoholics 
with Antabuse. The range of ages was from 30 to 
68 years. The method of treatment has changed 
somewhat as the work progressed. Now my routine 
can be outlined as follows: 


PRE-ANTABUSE 


1. Intravenous glucose in saline until vomiting 
ceases, if patient is in acute stage of alcoholism. 

2. Vitamin-B complex, intramuscularly daily un- 
til nausea ceases; then one capsule daily of high 
potency vitamin mixture. 

3. Tolserol to decrease nervousness, delirium 
tremens, etc.; no paraldehyde. 

4. High protein diet. 

5. Laboratory tests as early as possible, ECG, 
complete blood count, urinalysis, bromsulfalein 
liver function test, NPN. 


6. Usual history and physical examination. 
7. Articles on Antabuse to read the first few 
days. 


Post-ANTABUSE 


1. Antabuse (after 24 hours of no alcohol) : daily 
doses of 1 Gm., 1 Gm., 0.75 Gm., 0.75 Gm., 0.75 
Gm., if hospitalized; if not hospitalized, 0.75 Gm. 
first and second day, then 0.5 Gm. a day until test 
with one ounce whiskey on fifth to seventh day 
(for light-weight patients, use only one-half ounce 
in first drink and repeat test another day with one 
ounce if reaction too mild). 

2. Reduction of Antabuse dosage, as indicated 
by the reaction with the whiskey, and then another 
test in about a week on the reduced dosage (reac- 
tion may be more severe because of longer time 
that Antabuse has been used). 

3. Additional tests about once a week, until the 
minimum has been reached from which patient will 
get sufficient protection (generally 0.25 to 0.125 
Gm.). 

4. Monthly oflice visits for check of blood pres- 
sure, pulse, urine, blood count, etc. 

During the tests, if the reaction is too severe, I 
use intravenous or intramuscular ascorbic acid (500 
mg.). If collapse seems likely, I use epinephrine 
or Digifolin, or both, one after the other. I have 
also used oxygen, with excellent results. The pa- 
tient should not be left unattended until blood 
pressure has returned almost to normal, since the 
effect of treatment might wear off and the patient 
approach collapse again. In about 80 per cent of 
tests, no injection at all is needed. 

My impression is that office treatment is reason- 
ably safe and I have so treated about one-third of 
my cases. When a patient has been vomiting for 
several days and needs intravenous fluids, he ob- 
viously should be hospitalized. Others need hos- 
pitalization to get free from liquor for a minimum 
of twenty-four hours before starting Antabuse. A 
few need hospitalization to get away from their 
psychopathic relatives. Others have treated pa- 
tients without hospitalization. 

If a patient reverts to drinking after being off 
Antabuse for a while, he can be restarted on his 
minimum dosage after twenty-four hours of no 
alcohol. 

I have tried to see what Antabuse alone would 
do for alcoholics. These patients were treated with 
Antabuse only, except that I suggested they get 
back to work as soon as possible, pick up non- 
drinking friends, that relatives co-operate better, 
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Dangers from Antabuse are small compared with those of continued drinking. The character above, 
after taking Antabuse, gets slightly sick on first drink but is back to work in an hour feeling fine. 


etc. In a few who were failures or nearly so, I sug- 
gested they try Alcoholics Anonymous or treat- 
ment by a psychiatrist. Probably by a combination 
of methods, a greater number would obtain maximal 
benefit. 

Best results were obtained with those who sought 
the treatment and gave excellent co-operation. 
When patients were pushed into it by relatives, 
Antabuse did not bring such good results. Results 
were not quite so good in laborers and mechanics 
as in business and professional people. 

A card should be carried by the patient under 
Antabuse treatment: 


TO WHOM IT MAY CONCERN 


The bearer of this card (name and address here) is 
undergoing treatment of alcoholism with Antabuse, a 
drug which in itself is harmless but combined with al- 
cohol will produce flushing of the skin, redness of the 
eyeballs, perspiration, difficulty in breathing, low 
blood pressure and in extreme cases, may even produce 
unconsciousness. If found ill, DO NOT GIVE HIM 
ANY MORE ALCOHOLIC BEVERAGES, but call 
me at the above telephone number, or take him to the 
hospital and have me called. If some other doctor treats 
him for the collapse, may I suggest an injection of as- 
corbic acid (500 mg.) and, if available, oxygen inha- 
lation. Patient should be under observation for at least 
two hours as he may collapse again after treatment 
wears off. M.D. 


Results of Treatment 


In appraising results, eight cases were eliminated 
from consideration because they ceased or were 
refused more treatment, or because they cannot be 
located. About 48 per cent of the remaining seventy- 
five cases are free from alcoholism (some free for 
almost three years now), 21 per cent are much im- 
proved, 19 per cent are better, 12 per cent are un- 
changed. 

The best group (free from alcoholism) contains 
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those who have not been drunk more than once 
since starting Antabuse and have gone many 
months since then without drinking. They are 
back to work and to normal living. Thirty of these 
patients have not used Antabuse for the past twelve 
to twenty-four months. 

The “much improved” group have returned to 
liquor two or three times, but they are back on 
Antabuse and are leading a quite normal life. The 
“better” group have been drinking several times, 
have returned to Antabuse, and work spasmod- 
ically. The 12 per cent unchanged have either been 
refused more Antabuse, or they have ceased tak- 
ing it voluntarily. This includes two patients re- 
fused Antabuse because of sensitivity, two who can 
no longer be located, one who became psychotic 
temporarily, and several who would not co-operate. 

All these patients had been drinking for a long 
time (up to forty-seven years of heavy drinking). 
Almost all had been treated by other methods, and 
about 40 per cent had tried Alcoholics Anonymous. 
While there is some danger in the treatment, there 
is probably less danger than in another bout of 
drinking. It is simple enough for each doctor to 
treat his own patients, many in his own office. 

One must not overlook the fact that Antabuse 
produces, in some cases of Antabuse-alcohol reac- 
tion, a marked hypotension and possibly coronary 
insufficiency and myocardial infarction. This can 
be avoided by using less Antabuse or less whiskey 
in the tests, and increasing the Antabuse in later 
tests if not sufficient at first. 

One patient’s wife had some Antabuse sent in 
from Sweden. He was fed this in his cereal by his 
wife, with beneficial effects. A few of my patients 
were given the medicine in their food by the wife 
when they ceased taking it voluntarily. They were 
convinced they could no longer drink without be- 
coming ill. Another patient had some sent in from 
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Mexico. Probably some Antabuse will be used in 


this manner, without the doctor’s or the patient’s 


knowledge, and possibly with deleterious effect. 


Conclusions 


Although there is some risk from administering 
Antabuse even when the drug is properly used, I 
believe the treatment is relatively safe in the hands 
of a general practitioner. Also, the method ap- 
pears to be safe for application in a doctor’s office, 
providing proper precautions are used. Certainly 
the dangers from Antabuse are small by compari- 
son with those of continued drinking. 

The treatment should be prescribed only for 
alcoholics who want it and who express a strong 
desire to cease drinking. Even for such patients, 
Antabuse should not be used alone. Psychotherapy, 
Alcoholics Anonymous, and other measures should 
be tried first, or should be used in conjunction 
with drug treatment. 

Although patients may sometimes stop taking 


Present Status of... 


RECURRENT intestinal obstruction due to adhesions is 
one of the most challenging unsolved problems of 
modern surgery. Many methods of treatment have 
been attempted, most of which have fallen by the way- 
side. A recent attack on this problem by T. B. Noble, 
Jr, (the plication of loops of intestine after the freeing 
of all adhesions) has been evaluated clinically and ex- 
perimentally in a recent article by Weckesser and his 
associates. 

This procedure consists in the freeing of all adhe- 
sions, followed by suturing of the mesenteric borders of 
the bowel to one another in a ladder fashion, to cover 
the raw surfaces and to prevent kinking and recurrence 
of obstruction. Weckesser performed this operation in 
a number of experimental animals to determine the 
effects upon intestinal physiology. The entire small 
bowel was sutured in a ladder fashion. Some delay oc- 
curred in that there was prolongation of the transient 
time of barium from stomach to cecum from an average 
of eighty-eight minutes before plication to 138 minutes 
after plication. No obstruction occurred after 180° turns 
at the ends of the plicated loops. The small intestine 
in all animals was found plicated at autopsy as it had 
been sutured at the time of surgery. 

Reports of the performance of this procedure in 


Creatment of Recurrent Intestinal Obstruction 


Sometimes a wife gives medicine without 
patient’s knowledge—a method nof recommended. 


Antabuse with the intention of reverting to alco- 
holism, they may nevertheless have been benefited 
physically and mentally by the period of sobriety 
that Antabuse has afforded. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


clinical patients have been encouraging, as reported by 
other authors, although there have been some poor 
results such as hematoma formation, perforation of the 
bowel by permanent sutures, and continuation of pain 
after eating even in the absence of objective evidence of 
obstruction. 

The Noble procedure was carried out in ten patients 
by the author. The results in six were classified as 
excellent or good; in two, fair; and in two, poor. One 
patient in whom the result of the treatment was poor 
was an unrecognized drug addict, the other was a 
mentally deficient woman who has continued to com- 
plain of postprandial distress in her abdomen. Complete 
or partial plication of the intestine can be performed. 

The authors recommended complete lysis of all ad- 
herent loops of bowel, the suturing of adjacent loops 
along the mesenteric borders, the beginning and ending 
of sutures 3 cm. from each end to keep the turns gentle 
while making the loops six to eight inches in length, the 
use of moderately heavy chromic absorbable sutures, the 
performance of adequate plication to cover all raw 
surface areas, and stimulation of the bowel after opera- 
tion. The authors regarded the procedure as useful, 
but stated that cases should be well chosen. (Arch. 
Surg., 65:487, 1952). 
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Pessaries Are Still Useful 


BY JOHN C. BURCH, M.D., AND HORACE T.LAVELY, 
Department of Obstetrics and Gynecology, Vanderbilt University School of Medicine, Nashville 


JR., M.D. 


When uterine retrodisplacement is thought to be causing symptoms, this can be confirmed by 
correcting the displacement with a pessary. The best one for this purpose is a modified Hodge 
pessary made of clear plastic material. It can be left in place six weeks at a time. Prolapse of the 
uterus is best treated surgically, but when operation is contraindicated, a Gelhorn pessary may afford 
great symptomatic relief. 


Pessariks are still useful. They can be used for both 
diagnosis and treatment of uncomplicated, mov- 
able retrodisplacements of the uterus. They are 
helpful in the management of certain pelvic relaxa- 
tions, and also as a therapeutic test in establishing 
indications for operative procedures. 

In general, uterine displacements may be placed 
in two large groups. First, those in which the 
uterus is misplaced, but in which the pelvic sup- 
porting structures are intact. Second, those in 
which there is a weakening of the uterine support- 
ing structures, irrespective of the type of retro- 
displacement of the uterus. Before considering 
either of these types of displacement, it is essential 
to understand the anatomic supports of the uterus. 

Maintenance of normal uterine position is a func- 
tion of the tone of the uterus itself and its sup- 
porting structures. The uterus is normally movable, 
and while the normal position is anterior, it can 
and does assume other positions. The main supports 
of the uterus are, (1) the round ligaments, (2) the 
uterosacral ligaments, (3) the broad ligaments, (4) 
the pubocervical fascia, (5) the rectal fascia, and 
(6) the pelvic floor. 

While the round ligaments are always mentioned 


Figure 1. Gradations of uterine retrodisplacement. 
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as one of the uterine supports, they actually exert 
little upward support to the uterus. They serve 
chiefly to keep the uterus in the anterior position 
under normal conditions. The uterosacral liga- 
ments also help to hold the uterus in an anterior 
position. Their attachment at or just below the 


A 


Figure 2. Pessary board for convenience 
in fitting a patient having retrodis- 
placement (Smith-Hodge  pessary). 


pivotal insertion of the cardinal ligaments tends to 
pull the cervix backward and to throw the fundus 
forward. The uterosacrals also act with the broad 
ligaments with which they are closely allied to 
prevent downward descent of the uterus. The main 
intra-abdominal fascial support comes from the 
lower edge of the broad ligaments. These structures 
consist of a broad band of fascia which extends from 
the side walls of the pelvis to encircle the uterus 
below the level of the internal os. Mengert has 
shown that these ligaments play the most important 
role in preventing uterine descent. 

The pubocervical fascia is of considerable impor- 
tance in the maintenance of bladder position, and in 
doing soit indirectly contributes to uterine support. 
Once the integrity of the pubocervical fascia is 
weakened and the bladder drops, there is an in- 
creased strain on other uterine supports, thus in- 
creasing the likelihood of prolapse. 

Another defense against prolapse is the pelvic 
floor with its levator muscles, triangular ligaments, 
and perineal structures. It is the weakening of these 


Figure 3. Technique for replacement of uterus 
to normal position. A. The uterus is pulled 
downward by means of a tenaculum. B. and 
C. The operator guides the uterus into normal 
position by placing one hand on the abdomen 
and the other hand in the vagina behind the 
cervix, while an assistant uses the tenaculum 
to push the cervix into the posterior fornix. 


structures by repeated childbirth which predisposes 
to uterine prolapse by placing additional strain on 
the intrapelvic ligaments. 


Uterine Retrodisplacements 


Types and Causes. Backward displacement of the 
uterus may occur in two forms—retroversion and 
retroflexion. In retroversion the uterus is turned 
back as a whole, and the relationship of the cervix 
to the fundus remains unchanged. In retroflexion 
the fundus is bent backward while the cervix main- 
tains its normal position. 

It is very unusual to find either of these conditions 
in pure form. In nearly all cases there is an associa- 
tion of both retroversion and retroflexion and, for 
this reason, the term “retrodisplacement” of the 
uterus is preferable. It may occur in all degrees, and 
for the sake of keeping adequate records and by 
definition, three degrees of retrodisplacement are 
well accepted. In first degree retrodisplacement, the 
fundus lies just at the promontory of the sacrum. 
In the second degree, the fundus lies in the hollow 
of the sacrum; while in the third degree, the fundus 
lies in the cul-de-sac below the level of the internal 
os (Figure 1). All gradations of displacement are 
found, and the dividing lines are purely artificial. 

There are many causes of retrodisplacement. Of 
course, any deviation from the normal supporting 
structures may precipitate this condition. Lack of 
normal uterine tone, as we see frequently in the 
subinvoluted uterus, is a common cause. Pelvic 
inflammation and neoplasms may be the cause of 
retroversion, either from pressure traction, or by 
the formation of adhesions and scar tissue in the 
cul-de-sac. Retroversion may exist as a congenital 
defect. In many cases the condition exists with no 
apparent cause, and then is usually asymptomatic. 

Symptoms and Diagnosis. Many symptoms are at- 
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tributed to retrodisplacement. Backache is prob- 
ably the most common. Although retrodisplace- 
ment may cause backache, all backaches in women 
with retrodisplacement are not necessarily related. 
Other symptoms and complications commonly 
associated with retrodisplacement are dyspareunia, 
menstrual abnormalities, ovarian prolapse, sub- 
involution, and sterility. In all of these conditions 
proof of the relationship is relief of symptoms after 
the uterus returns to its normal position. 

The diagnosis of retrodisplacement of the uterus 
is always made by pelvic examination. This is not 
the time and place to go into the details of an ade- 
quate pelvic examination, but care must be exercised 
at all times, since there are numerous varieties of 
pelvic pathology which can simulate the retro- 
verted uterus, and equally as many which can 
mask its presence. The value of the rectal and com- 
bined rectovaginal examination cannot be over- 
emphasized in establishing an accurate diagnosis. 
Once the diagnosis is made, it is imperative to 
determine whether the uterus can be replaced in its 
normal position. This should be accomplished be- 
fore any type of pessary is inserted. If the retro- 
displaced uterus is adherent in the cul-de-sac, the 
cause of the adhesions must be ascertained and the 
treatment directed toward this disease. The com- 
monest causes of this condition are pelvic inflam- 
mation and endometriosis. 


Pessaries for Retrodisplacement 


Treatment of retrodisplacement of the uterus is 
necessary only when symptoms are present, since 
many women are found to have completely asymp- 
tomatic retrodisplacements. The most valuable tool 
in the treatment of displacement of the uterus is the 
pessary. Kanter has said that a more general use of 
a properly inserted pessary will save patients much 


discomfort and many useless operations. Any 
standard textbook on gynecology will contain a 
complete history and many illustrations of pessaries 
used for the correction of retrodisplacements. In 
our experience the Smith modification of the Hodge 
pessary, made of clear plastic material, is by far the 
most satisfactory. We have also found that a pessary 
board containing the various sizes arranged in order, 
which can be placed at the examiner’s right, is a 
great help in fitting the patient properly (Figure 2). 

The action of the pessary is to hold the cervix 
back in the hollow of the sacrum by elevating the 
posterior fornix of the vagina and putting tension 
on the uterosacral ligaments. To maintain this 
position the anterior portion of the pessary must be 
supported by the pubic arch, and there must be 
a stable pelvic floor, else the anterior bar of the pes- 
sary will drop from behind the pubic arch and the 
pessary will cease to function. 

Before a pessary may be inserted, the uterus must 
be replaced in its normal anterior position, and it is 
safe to say that no pessary should be inserted unless 
the uterus can be replaced. Usually, simple manipu- 
lation of the cervix and fundus by bimanual palpa- 
tion, the cervix being pushed posteriorly and the 
uterus being manipulated anteriorly, will suffice to 
return the uterus to its normal position. However, 
in severe cases or in cases in which the patient 
is not co-operative, it may be necessary to resort to 
other methods. Many complicated procedures have 
been described, but we have used a method which 
we feel is very satisfactory. The operator places a 
tenaculum on the anterior lip of the cervix, and it is 
pulled downward by an assistant. The operator 
then places the vaginal hand behind the cervix and 
the abdominal hand in the hollow of the sacrum 
behind the fundus which has been pulled down; 
the tenaculum is then pushed into the posterior 
fornix by the assistant, pushing the fundus against 
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and above the operator’s abdominal hand, who 
then manipulates it into the anterior position (Fig- 
ure 3). We have used this method in a large num- 
ber of cases and have always been able to replace 
the retrodisplaced uterus when it is movable. 

Once the uterus has been replaced, a pessary is 
then inserted. This is done by lubricating the pes- 
sary well, depressing the perineum with the index 
finger of the left hand, and inserting the posterior 
portion of the pessary at an angle of about 45 
degrees. After the pessary is about halfway into the 
vagina, the finger is placed on the posterior bar and 
slipped behind the cervix; the anterior bar is then 
placed behind the pubis (Figure 4). It is important 
that a proper fit is obtained. The patient is then 
asked to strain, to see if the pessary remains in 
position; and she is asked to get up and walk 
around the room to see whether or not there is any 
discomfort. She also tests for any difficulty in 
voiding. She is then instructed to take a douche 
once a day and to return after six weeks to have 
the pessary cleaned and replaced, if necessary. 

We should not leave this subject without warning 
against indiscriminate operations performed for 
retrodisplaced uteri. In our opinion, the best 
indications for uterine suspension are severe back- 
ache or dyspareunia in patients in whom a thera- 
peutic trial with a pessary brings relief and in whom 
removal causes a return of the symptoms. 


Pessaries for Prolapse 


Uterine prolapse is the other form of uterine 
displacement which may be treated by insertion of a 
pessary. Here, in contradistinction to retrodisplace- 
ment, the use of any form of intravaginal pessary is 
definitely not the treatment of choice. Frequently, 
when a patient’s general physical condition will 


tn 
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Figure 4. Placement of pessary for proper 
fitting: posterior bar behind cervix, an- 
terior bar fixed behind symphysis pubis. 


Figure 5. Pessary tray for convenience in fitting a 
patient having uterine prolapse (Gelhorn pessary). 


not permit operative intervention, or in certain 
patients who for financial or other reasons must 
defer surgery, the use of a pessary is very helpful. 
In patients who are planning to submit to surgery, 
the pessary may be used as an interim procedure. 
It is also valuable in reducing inflammation and 
edema prior to surgery. It is particularly valuable 
in re-establishing normal urinary tract function in 
cases where the prolapse has produced hydrone- 
phrosis. Its most satisfactory use is in the elderly, 
paralyzed, senile, or cardiac invalid, in whom a 
large prolapse may be a serious nursing problem. 

The etiology of uterine prolapse again brings us to 
the discussion of the pelvic supportive structures. 
Here again we may have a variety of combinations 
of relaxation which precipitate and accompany the 
uterine prolapse. There is no question that pro- 
lapse of the uterus is definitely related to the 
trauma incident to repeated childbearing, although 
it does occur in nulligravida. Kennedy and others 
have emphasized that the retrodisplaced uterus is 
predisposed to prolapse, since when retroverted 
the uterus and vagina are in the same axis rather 
than at right angles, as is normally seen. 

As has been previously mentioned, the prefer- 
ential treatment of these conditions is surgical re- 
pair, but in selected cases a Gelhorn pessary, made 
of clear plastic material, provides adequate relief. 
Here again, a tray containing various sizes is helpful 
in obtaining a proper fit (Figure 5). The pessary is 
lubricated well and the prolapse reduced with the 
left hand. The handle of the pessary is then grasped 
with the right hand and the circular portion in- 
serted beneath the pubis and pushed up so that the 
handle just protrudes from the vaginal outlet. The 
largest size which can be tolerated comfortably 
should be used. The patient should be instructed 
how to remove, cleanse, and re-insert the pessary 
herself, and should do so at least three times a 
week. The physician should examine the patient 
every 6 to 8 weeks to be certain that no irritation or 
ulceration has developed. This seldom happens 
when a properly fitted plastic pessary is employed. 
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Che Prevention of Drowning 


BY HARRY F. DIETRICH, M.D. 


Department of Pediatrics, University of California School of Medicine, Los Angeles 


Methods for prevention of drowning depend upon emphasis on protection for the very young and for 

the old—education of the intermediate 5 to 54-year-old group. The translation of educational aims into 
practical programs, which interested groups and parents can apply, must be done at local levels. 

If communities are approached by age groups with regard to sex and season, and in relation of local 

aquatic interests and hazards, appropriate use of protection and education should reduce deaths from drowning. 


ANTHROPOLOGISTS have frequently claimed that our 
prehistoric antecedents’ greatest achievement was 
their emergence from saline and slime to solid 
ground. Yet neither men nor other mammals have 
been able to remain away from water since that 
early time. Although during some early weeks of 
fetal life humans have vestigial remnants of gills, 
they never after birth are able to survive by them- 
selves under water for more than a very limited 
number of minutes. We are dependent for life on 
water, yet cannot for long exist in it—therefore, 
drowning. But it is not quite that simple. 

Along with a vital need for water has grown, 
through primitive experience and legend, a fear of 
water. The anger of certain early gods was appar- 
ently appeased by pushing a few sacrificial citizens 
over waterfalls or into the seas. Uncharted waters, 
misunderstood natural phenomena, and voracious 
marine life invested large bodies of water with 
terrifying mystery. Earliest attempts at the pre- 
vention of aquatic accidents employed incantations, 
tribal rituals, and polytheistic offerings. 

The most famous, and sociologically successful, 
early attempt at the prevention of drowning is 
accredited to Noah. Interestingly enough, his 
efforts fell into the sphere of home safety. Although 


we in modern times have not been faced with such 
catastrophic aquatic threats as was Noah, and our 
percentage of survival is therefore much higher, 
we have not solved the problem of the prevention 
of drowning. 

During the past thirty years, deaths from drown- 
ing in the United States have averaged approxi- 
mately 7,000 each year. Among all accidents, 
drowning is perhaps unique in that there are only 
two physical potentialities—death or complete re- 
covery. Obviously, this is why the prevention of 
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Figure 1. The seasonal incidence of drowning. 
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Figure 2. The points on the curve represent the total 
deaths (for the year) in the underlying age groups. 


drowning should be an enticing public health 
project. It is noteworthy that, while each spring, 
popular magazines devote some desultory attention 
to the prevention of drowning, constructive assays 
of the problem are quite rare in medical periodi- 
cals. 

Before presuming to suggest a theory for the pre- 
vention of drowning, closer examination of the 
problem itself might prove profitable. Available data 
do not permit a minute statistical dissection of the 
circumstances under which drowning occurs, but 
certain numerical compilations do illuminate sev- 
eral significant factors. 

First, it should be stated that only 50 per cent of 
all deaths from drowning involve persons playing 
in water or swimming. Stated otherwise, in half of 
all drownings, the victim was introduced into the 
water by accident. 

In 1947 and 1948, males were the victims in 86 
per cent of all drownings. In only one other prin- 
cipal accident category—deaths from firearms— 
did female deaths account for such a small percent- 
age of the total. Was the tremendous preponder- 
ance of male deaths due to increased frequency of 
exposure to aquatic hazard, to greater carelessness, 
to masculine adventuresomeness, to heavier cloth- 
ing, to more frequent drunkenness, or to gallant 
male attempts to rescue drowning maidens? Such 
questions, glibly asked, cannot now be answered 
statistically; such answers, acquired only through 
prodigious effort, would contribute much to the 
solution of the problem. In both sexes combined, 
from 1 through 34 years of age, drowning is the 
most common cause of nonvehicular accidental 
death. 

Chart 1 shows the seasonal incidence of drown- 
ing. The dramatic rise during the summer months 
should occasion no surprise. By way of emphasis 


Figure 3. Theory of accident prevention: the changing reciprocal 
relation between protection and education in youth and old age. 


it can be stated that nearly two-thirds of all drown- 
ings occur in the one-third of the year from May 
first to September first. The fact that drownings 
do not rise in August (over July) suggests various 
explanations—added awareness of the danger, in- 
creased aquatic ability, or a decimated “‘drowning- 
susceptible” population. We do not have enough 
information to attempt a differential evaluation of 
these possibilities. 


A Theory of Prevention 


A consideration of the age group incidence of 
drowning (Chart 2) develops some facts that should 
be of value in the prevention of this accidental 
death. Of the total deaths, 10 per cent are in 
children under 5 years of age, and 14 per cent are 
in adults over 54 years old. To prevent drowning 
in these two age groups, chief dependence must be 
placed on protective measures. To reduce the 
deaths from drowning in the 5 to 54 year age group 
(76 per cent of the total deaths), principal reliance 
must be on dynamic and imaginative educational 
efforts. It must be emphasized that, after early 
childhood, protective devices and laws are of value 
only if people are educated to accept and use them. 

I have elsewhere suggested that the general 
accident problem in childhood can best be attacked 
by a theory of prevention which embraces a chang- 
ing reciprocal relation between protection and 
education related to age. Early complete protection 
must be fairly rapidly supplanted by educational 
experience aimed at immunizing the child against 
accident. By school age, the child must have de- 
veloped the habits of safe behavior which arise from 
knowledge, judgment, self-confidence, and inde- 
pendence. Extending this line of thought, through- 
out later childhood, adolescence, and most of adult 
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life, accident prevention depends principally on 
the behavior, knowledge, judgment, and skill of the 
individual, and to a much lesser degree on the 
protective devices and laws that nations, communi- 
ties, industries, and interested groups devise. When 
advancing age takes physical ability, mental agility, 
or special senses from the individual, protection 
once again becomes of paramount importance. This 
theoretical concept of accident prevention related 
to age, which is schematically presented in Chart 3, 
is readily applicable to an understanding of the 
problem of drowning. 

With this theory of accident prevention in mind, 
the problem of the prevention of drowning does 
not seem hopelessly unassailable. Complex as it is, 
the solution can be greatly simplified by considering 
the relationship of protection and education in 
various age groups exposed to different aquatic 
hazards. 

At the national level, appreciation of the prob- 
lem and the possibility of its solution can be ex- 
ploited; communities can assay and attack their 
specific hazards; and at the group and family levels 
educational efforts to protect the individual can 


be personalized. 


— 


The Program of Prevention 


Preschool Years. The relative importance of 
drowning among lethal accidents in the preschool 
child is shown in Chart 4. The shocking increase 
in drownings during the first year of ambulation is 
clearly shown; someone has failed to provide the 
simple protection needed to save over 260 young 
lives. As with other serious or lethal accidents, the 
prevention of drowning in the very young demands 
100 per cent protection (Chart 5). The persons 
responsible for the infant’s care must not allow the 
child to drown, nor permit others to drown him. 
It is that simple. But even this early period can 
entertain simple educational efforts. 

Unfortunately most parents and nurses daily 
spend time falsely “teaching” the young infant 
that it is unsinkable. ‘Watch baby swim . . .” is 
lovingly innocent, but perilously provocative. When 
the infant is 2 years of age, parents are proud that 
“the is absolutely unafraid of water.”” When, at the 
age of 2, 3, or 4, he drowns by blithely stepping 
into six feet of the same water, they “cannot under- 
stand how he could do such a thing!” Yet for three 
years the parents have taught nothing but the 
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Figure 4. The relative importance of the most common types of lethal accidents in the preschool years. 
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Figure 5. Theory of accident prevention: the reciprocal 
relation between protection and education related to age. 


alleged virtues of water, to the point that, except 
when it descends from a cloud, water is the epitome 
of everything that is desirable and clean—and, by 
unfortunate intimation, good. ‘‘Drink this, it will 
make you strong (or well)”; “I will get some water 
to clean up the dirty mess you have made”’; ‘‘You’re 
just filthy (bad?) but this nice bath will make you 
clean (and then I'll love you!)”; “tinkle (lovely 
sound!) like a good baby”’; and “make your ‘duty’ 
(what a travesty on semantics) in this water and 
you will be a good and grown-up child” are sam- 
ples, probably as malignant as they are common. 

I donot pretend to understand our culture’s fetish 
about water. I am, however, very certain that the 
early emphasis on the implied moral values of wa- 
ter, rather than on its physiologic use and physical 
properties, has composed a prelude to drowning in 
the young. 

While I have stated that the prevention of the 10 
per cent of all drowning that occurs in the 0 to 4 
age group must be effected by increased protection, 
it is during this age period that there must be intro- 
duced the educational component. The young in- 
fant in his bath can be taught a respect for, rather 
than a fear of, or an indifference to, the potentiali- 
ties of water. He can learn that the untrained hu- 
man body is not unsinkable. He should and can 
find out, without eternally warping his attitude 
toward a drink of water, that fluid in the mouth, 
eyes, and air passages may occasion discomfiture 
without any mitigating emotional rewards. 

Learning to Swim. When should a child learn to 
swim? The answer is perhaps too obvious to need 
elaboration. He should learn to swim sometime 
before the likelihood of unexpectedly finding him- 
self in water over his depth. If he is born on a 
houseboat, it will be early. If he lives on the desert, 
he may not learn until he enters military service or 


otherwise changes his place of residence. If his 
home is in certain sections of Arizona or Nevada, 
the mere knowledge that he should not camp in 
dry washes during the thunderstorm season may 
serve to prevent drowning. The proximity of irri- 
gation ditches, ponds, water-filled quarries, rivers, 
swimming pools, lakes, and oceans will suggest the 
time at which youngsters should learn to become 
self-supporting in water. 

I cannot refrain from condemning the barbarous 
practice of (even successfully) teaching reluctant 
and screaming young children to stay afloat for the 
sole purpose of providing their mothers, nurse- 
maids, and swimming instructors with something 
to brag about. I am not sure whether it is as a 
safety enthusiast, a pediatrician, a father, or as a 
sadist, but I am very certain that I would enjoy 
seeing these same mothers and swimming instruc- 
tors taught to like snakes by entirely comparable 
methods. 

The Next Lessons. Learning to stay afloat in 
water is only an early phase of the educational 
training to prevent drowning. About the time the 
child proudly professes to be a “good swimmer” he 
should, without warning, be pushed, pulled, lured, 
or thrown into water while he is clothed. Thus he 
will learn that his ordinary clothing may rob him 
of his newly gained ability to stay afloat easily. 
Obviously, the next logical step is to teach him to 
shed his clothes while he is in the water so that 
he may regain maximal swimming ability. From a 
practical standpoint, when he can get out of a 
sweat shirt and completely laced basketball shoes 
while he is in the water, he can be justly confident 
of his ability to survive if chance or chicanery land 
him in water when he is fully clothed. 

The youngster must be impressed with the fact 
that things other than clothes can rob him of his 
ability to swim. A blow on the head, successive 
inhalations of water, a cramp in the stomach or 
legs, a severe allergic reaction, or even extremely 
cold water may diminish or completely inhibit his 
ability to stay afloat. 

Baker, in a paper entitled ‘‘Drowning Is a State 
of Mind,” has wisely pointed out that fear, too, can 
rob a swimmer of his chance to live. We can borrow 
from either psychology or sociology the same anti- 
dote; to dispel fear, the combination of anticipation 
and enlightened instruction are ideal. 

Assuming that a child now knows how to swim. 
is aware of certain circumstances that may reduce 
his swimming ability, and is armed with a knowl- 
edge of how best to counteract or prevent those 
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deterrents, can we now relax our educational ef- 
forts? Not if we wish to pursue our problem to 
its logical and lifesaving conclusion. 

Special Lessons. Without belaboring an obvious 
line of thought, the child’s education from this 
point must be specialized in accordance with the 
aquatic opportunities and hazards to, which he is 
exposed. In various environmental situations he 
must learn about currents and tides, and conducting 
himself in surf, undertow, whirlpools, and among 
rocks or coral. 

He may need to be instructed in the handling of 
rafts, canoes, logs, paddle and surf boards, or 
small boats. He may even, at a later time, require 
advice which will enable him to extricate himself 
from an airplane overturned in water. Diving, with 
or without oxygen equipment, will call for further 
education. Is this too much to think of? Is any- 
thing else more regretfully thought of when one is 
confronted with a water-sodden corpse that was a 
youngster or a parent? 

Dangers of a Partner. The one literally vital 
lesson that must be indelibly impressed on the 
minds of all swimmers is the danger of being 
around, or in, water in the company of a swimmer 
(or nonswimmer) of lesser ability. They must be 
taught to appreciate the possibility, and forestall 
the tragedy, of the capable swimmer being drowned 
by or with the poor swimmer. In water at least, 
the basic urge of self-preservation is all too often 
fatally effaced by a cultural obligation or family 
bond that demands “rescue” of the drowning. 

It is not in the province of this discussion to 
weigh the wisdom, reflex, and psychology of the 
rescue instinct in our society. The fact of its 
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MEDICAL MAXIMS FOR EVERYDAY APPLICATION 


Ir REQUIRES at least fifteen years of diabetes before evidence of vascular lesions becomes 


CONGENITAL inguinal hernia occurs in about 70 per cent of cases of undescended testes. 
PaTIENTs with Addison’s disease are often charged with being psychoneurotics. 
MaALaDsuSTMENT of the patient frequently precedes or accompanies the onset of hyperthy- 


—Wiua S. Reveno, 711 Medical Maxims, Charles C Thomas 


existence is undeniable and must be reckoned with. 
Appreciation of its lethal implications should guide 
the choice of swimming companions and limit the 
scope of aquatic activity with them. 

Protective Devices. As he grows older, and to 
carry with him through his adult life, the child 
must be taught the simple wisdom of always, when 
around or on water, looking for and demanding the 
protective devices that our culture provides for 
those who are exposed to marine hazards. Life 
guards, life preservers, and adequately enforced 
maritime laws can be lifesaving. 

For Older People. As the senescent extreme of 
life is approached, the exciting and provocative 
opportunities for education lose their practical 
value. Once again, as in earliest infancy, preven- 
tion of drowning requires that principal reliance be 
placed on protective measures. Yet, even here, 
simple educational efforts may be useful in impress- 
ing those whose physical abilities are fading with 
the need for increasing dependence on protective 
devices. 

Elderly people should under various circum- 
stances be encouraged to wear life jackets, or have 
them immediately at hand. They should be ad- 
vised against subjecting themselves to surf, tides, 
and currents. They might well be reminded of the 
possible dangers of a careless approach to a bath- 
tub full of water. Yet let us not, in our zeal, teach 
“fear” instead of “prudence.” And when we find 
ourselves pressing the coroner for an answer to the 
question, “Which came first, the slip into the 
bathtub or the coronary occlusion?”, we may more 
profitably divert our efforts to prevent drowning to 
the opposite extreme of life. 
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Present Status of ... 


Disseminated 


Lupus Erythematosus 


BY PATRICK B. STOREY, M.D. 


DissEMINATED lupus is seen and diagnosed frequently 
now because it is realized that it is not a skin disease, 
but a constitutional disease which may or may not show 
the peculiar butterfly lesion of the face which has given 
it its name. 

The important point in recognition of the disease is 
the knowledge that it involves a system common to 
every other system of the body, the connective tissue. 
Therefore it produces a great variety of symptoms which 
may combine to give almost any clinical picture. One 
should look in particular for clinical evidence of in- 
volvement of blood vessels, of the serosal surfaces such 
as the pericardium or pleura, of the articular tissues, 
and of the dispersed connective tissues of the medi- 
astinum, retroperitoneal area, or skin. 

In this regard, lupus has been likened to certain other 
diseases which involve the connective tissues, such as 
periarteritis nodosa, scleroderma, dermatomyositis, 
rheumatic fever, and rheumatoid arthritis. As a group 
these have been referred to as the collagen diseases. 
Such a common designation implies certain clinical and 
pathologic similarities, and perhaps even some com- 


L.E. “rosette’’ showing polymorp leu- 
kocytes clumped around amorphous material 
with a typical L.E. cell at each end of the rosette. 
(Courtesy of Dr. John Haserick, Cleveland Clinic.) 


mon etiologic factor, although the latter certainly has 
never been established. 

When a young woman, or even a young man, has 
an undiagnosed illness of more or less chronic nature, 
has had fever, arthritis, pleural or abdominal pain, and 
has red cells in the urine, one should think of lupus. 
Then there are other points to look for, such as anemia, 
a positive Wassermann, an elevated globulin level, 
lymphadenopathy, exudates in the fundi, and skin 
lesions of the face, chest, arms, or back. 

If the diagnosis is thought of, if the patient has it, 
there is a specific finding which is always present and 
which is diagnostic. The L. E. phenomenon occurs in 
no other disease. It may be demonstrated in several 
ways. The L. E. cell itself may be seen in the patient’s 
bone marrow or blood (see accompanying figure). It 
has the appearance of a polymorphonuclear leukocyte, 
with its nucleus pushed to the side, which has engulfed 
the nucleus of a lymphocyte. Or the L. E. cell may be 
shown in somebody else’s normal marrow to which the 
patient’s plasma has been added. Another aspect of 
the phenomenon in the bone marrow is the demon- 
stration of clumping of cells forming characteristic 
“rosettes,” which are as diagnostic as the L.E. cell 
itself. These rosettes are seen particularly when dog 
marrow instead of human marrow is used for the test. 

The cause of disseminated lupus erythematosus is 
not known. Whether allergy or immune reaction is in- 
volved in its pathogenesis is a moot point. Hargrave’s 
finding of the L. E. cell and observations on its be- 
havior, Haserick’s demonstration that the L. E. factor 
resides in the gamma globulin fraction of plasma, 
Klemperer’s work indicating that the strange deep 
staining pieces of material in the tissues of his patients 
are identical with the inclusion bodies of the L. E. 
cells, and the dramatic response of the disease to treat- 
ment with ACTH and cortisone all seem to suggest 
some immunologic phenomenon in the pathogenesis of 
lupus. 

Since the cause of the disease is not known there is 
no specific treatment and no curative treatment. Lupus 
is subject to exacerbations and remissions, but it is 
eventually a fatal disease. Remissions can be induced 
by the use of ACTH or cortisone in practically all cases, 
but with cessation of therapy it becomes obvious that 
the disease has not been cured. It should be empha- 
sized in this regard that there is no fixed dose of these 
hormones which will induce remission, but that, like 
insulin in the treatment of diabetic acidosis, the proper 
dose is the dose adequate to induce remission, whether 
this be 200 mg. of cortisone or 2,000 mg. There is as 
yet no clear answer to the problems of maintenance 
therapy or intermittent therapy with these drugs. 
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Miliary Carcinosis of the Cungs 


Merasrasés to the lungs occur through the lymphatics or blood 
vessels. When the latter route is involved, the tumor cells reach 
the lung through the right side of the heart and the pulmonary 
arterial circulation. Two mechanisms are implicated in the 
pathogenesis of this hematogenous type of metastatic pulmo- 
nary carcinoma. In one, the primary malignant process first 
spreads to the regional lymph nodes and then eventually 
reaches the thoracic duct often involving lymph nodes along 
the way. From the thoracic duct, tumor cells enter the systemic 
venous circulation and pass to the right heart. 

In the second method, spread occurs from a primary malig- 
nant tumor to the liver with subsequent involvement of the 
hepatic veins, or a primary tumor invades systemic veins di- 
rectly. Tumor cell emboli thereby gain access to the right heart 
and lungs. 

Either of these mechanisms may result in solitary pulmonary 
metastases, multiple nodules or, when large numbers of tumor 
cells pass into the pulmonary circulation, miliary carcinosis. 
From the implants in the lung there may be further extension 
along the lymphatics, or bronchogenic spread may occur as the 
tumor invades the alveoli and bronchi. 

Cancer of any organ, including the skin, may produce 
miliary pulmonary metastases. Not infrequently in the presence 
of miliary carcinosis, the original lesion is silent or obscure, and 
therefore the organs most likely to be involved should be in- 
vestigated first. These consist of the genitourinary tract includ- 
ing the breast, gastrointestinal system including the pancreas 
and gall bladder, respiratory tract, soft tissues, and a miscel- 
laneous group made up of the adrenals, thyroid, bones, and 
parotid glands. In some cases the origin remains unsolved even 
after exhaustive clinical investigation and necropsy. 

The lesions are diffusely distributed throughout both lungs. 
They are not necessarily of homogeneous density but may ap- 
pear as soft mottled areas with poorly defined borders. They 
may be uniform in size or show variations from one or two 
millimeters to over a centimeter. As the process advances the 
lesions may coalesce. The hilar nodes may or may not be en- 
larged. Pleural effusion may be present as a result of pleural 
metastases. 


Figure 1. Bilateral nodular densities of fairly uni- 
form size with irregular margins due to metastatic 
carcinoma. There is also a right pleural effusion. 
Primary site was the thyroid gland. 


Figure 2. Bilateral nodular densities of variable size due 
to metastatic carcinoma from a renal cell carcinoma. 


Figure 3. Bilateral, fairly discrete nodular densities 
due to metastatic carcinoma from carcinoma of the 
prostate. 
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Practical Cherapeutics 


THERAPY OF HYPERTHYROIDISM 


BY LAURENCE H. KYLE, M.D. 
Georgetown University School of Medicine, Washington, D.C. 


Durinc the past ten years, notable advances have 
been made in the treatment of hyperthyroidism. 
Unfortunately, conflicting reports have led to con- 
fusion about the exact therapeutic value of the new- 
er antithyroid agents. If one ignores the “‘emotion- 
al” reports, based on either narrow adherence to old 
methods or overenthusiastic application of the new, 
there remains a large body of modern, yet conserva- 
tive, literature that deals with the newer forms of 
therapy. 

Treatment of hyperthyroidism can best be con- 
sidered on the basis of two requirements: (1) selec- 
tion of the best form of treatment for each particular 
patient with hyperthyroidism, and (2) proper ap- 
plication of the chosen agent. 

Because diffuse toxic goiter (Graves’ disease) dif- 


Thyroid Stimulating 


fers from toxic adenoma in many respects, these 
two types of hyperthyroidism are discussed sepa- 
rately. It is generally believed that thyroid hyper- 
function in Graves’ disease is secondary to excessive 
pituitary stimulation, and the primary disorder may 
lie in the hypothalamus or even in the higher corti- 
cal centers. Although the actual formation of thy- 
roid hormone is a simple process, in order that hor- 
mone synthesis may proceed normally, a rather 
complex physiologic mechanism is required. 

The most practical functional concept of the thy- 
roid gland is attained by visualizing this endocrine 
organ as a composite of three separate entities, 
shown diagrammatically in Chart 1. These may be 
referred to as trapping, hormone formation, and 
hormone release (or storage). The first and third 
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are influenced strongly by the thyroid stimulating 
hormone of the pituitary (TSH), but hormone for- 
mation appears to be at least partly independent of 
pituitary control. 

Thyroid Functions. The first function, trapping, 
consists of the concentration of circulating iodide 
by the thyroid gland. This mechanism is enhanced 
by TSH and consequently will function more vigor- 
ously when there is increased TSH production, as 
in iodide or thyroid hormone deficiency. The trap- 
ping mechanism is blocked by thiocyanate—thus 
the goiter and hypothyroidism which result from 
prolonged use of this drug in the treatment of hy- 
pertension. Obviously if the gland is unable to con- 
centrate sufficient iodide for the formation of ade- 
quate amounts of thyroid hormone, deficiency of 
hormone will result in increased pituitary activity, 
with excessive thyroid stimulation and consequent- 
ly development of a goiter. 

The second function of the thyroid gland is hor- 
mone formation, which in essence consists of attach- 
ment of iodine to the amino acid, tyrosine. This 
simple process has one important requirement, 
namely, that iodine be present in its elemental 
form. Because iodide is the normal circulating sub- 
stance, this must be converted to elemental iodine 
before attachment to amino acids can occur, and for 
this purpose the enzyme, peroxidase, is required. 
Inhibition of this enzyme by propylthiouracil and 
similar drugs will effectively suppress formation of 
thyroid hormone. Deficiency of circulating thyroid 
hormone results in increased TSH production, with 
excessive thyroid stimulation which causes enlarge- 
ment of the thyroid gland. 

The third function of the thyroid gland consists 
of release of thyroid hormone, which is stored in the 
form of the very large molecular substance, thyro- 
globulin. In order that the active hormone, thyroxin 
or thyroxin plus other amino acids in the form of a 
polypeptide, may pass into the systemic circulation, 
thyroglobulin must be broken down by a proteolytic 
enzyme. This enzyme, apparently stimulated by 
TSH and increased in hyperthyroidism, is blocked 
by iodide: thus the partial remission of hyperthy- 
roid manifestations which follows iodide adminis- 
tration. 

Therapeutic Applications. The complex mechan- 
ism which acts to cause excessive thyroid function 
offers a number of points theoretically suitable for 
therapeutic attack. Unfortunately none of the effec- 
tive methods of treatment combat the basic cause 
of the disease. 

There now exist four therapeutic modalities that 


have been widely applied in the treatment of hyper- 
thyroidism—iodine, the newer antithyroid drugs, 
surgery, and radioactive iodine. In addition there 
are a number of subsidiary measures important for 
protection of body tissues while the hyperthyroid- 
ism is being brought under control. Among these 
are an adequate caloric intake, sufficient protein, 
and enough calcium and phosphorus to compen- 
sate for their increased excretion. Vitamin require- 
ments are increased in all types of hypermetabol- 
ism, and vitamin-B complex is especially important 
in thyrotoxicosis. 

Because of emotional lability, the hyperthyroid 
patient often develops conflict with his family, 
friends, and business associates. Consequently he 
must be afforded insight into the psychic aspects of 
his disease, and his associates must be given some 
understanding of the nature of the patient’s dis- 
order so that his illness will not occasion undue 
financial, social, or marital difficulties. 


IoDINE 


Although the application of iodine to the treat- 
ment of hyperthyroidism still ranks as the greatest 
single therapeutic advance, this drug is now mainly 
of value in the immediate preoperative period. Ex- 
cept in milder instances of Graves’ disease, iodine 
does not provide complete control, thus being less 
effective than the newer antithyroid drugs. 

Iodine is usually satisfactory preoperative medi- 
cation in the mildly thyrotoxic patient, but in this 
type of individual not only .is propylthiouracil 
equally effective but curative in the sense that a high 
rate of remission follows prolonged administration 
of the drug. Iodine is now generally used just before 
thyroidectomy to decrease the vascularity of the 
thyroid gland which accompanies therapy with 
thiouracil or its cogeners. When used in this fash- 
ion, iodine should be started ten to twenty days 
before surgery in the form of Lugol’s solution in 
dosage of 10 to 20 drops per day. 

Emphasis placed on the toxic properties of thi- 
ouracil has obscured the fact that iodine may cause 
undesirable reactions. In one well-studied series of 
400 cases, there occurred seven instances of severe 
febrile iodism with one death. 


THE NEWER ANTITHYROID DRUGS 


Propylthiouracil. Of the numerous compounds 
proven effective in the control of hyperthyroidism, 
propylthiouracil, which is potent and relatively non- 
toxic, is the best drug for general use. Treatment of 
the average patient requires about 300 mg. a day, 


GP ¢ Volume VII, Number 5 


4 
+ 
70 


but larger doses may be necessary in severe thyro- 
toxicosis, especially during the initial phase of ther- 
apy. In mild or moderate hyperthyroidism smaller 
doses of propylthiouracil may suffice but, bgcause 
toxic reactions appear to be unrelated to dose, there 
is no reason to temporize with small amounts of the 
drug. Ordinarily some clinical response is demon- 
strable in two or three weeks, and adequate control 
is attained within two to three months. 

If iodine is given simultaneously with propylthi- 
ouracil, there occurs a more rapid initial response, 
on the basis of action of iodine, but a longer period 
of time is required to bring the disease under com- 
plete control. In fact, patients with severe thyrotoxi- 
cosis and a very large thyroid gland may fail to 
attain complete control if excessive amounts of io- 
dine are made available. If iodine has been given 
prior to the institution of propylthiouracil therapy, 
the response to treatment may be distressingly slow. 

When the severity of hyperthyroidism or the 
presence of serious complications indicates the 
need for rapid control, both propylthiouracil and 
iodine should be given. In such instances iodine 
should be continued for at least six weeks so as to 
allow adequate propylthiouracil effect, thus avoid- 
ing the sharp exacerbation of symptoms which may 
follow premature withdrawal of iodine therapy 
(Chart 2). 

In most instances of hyperthyroidism, propylthi- 
ouracil will effect satisfactory control of the disease 
and, if continued medical treatment is planned, the 
dose may be gradually decreased in decrements of 
50 mg. When preparation for surgery is the main 
consideration, the original dose can be continued 
until the patient is euthyroid, at which time thy- 
roidectomy can be considered. If surgery requires 
postponement in order that the patient attain maxi- 
mum recuperation and weight-gain, the dose of the 
antithyroid agent should be gradually decreased to 
maintenance requirements so as to avoid the per- 
formance of thyroidectomy on a hypothyroid indi- 
vidual, which increases the hazard of operation. 

No set rules can be established for either initial or 
maintenance therapy. In each patient the initial 
dose should be calculated on the basis of severity of 
disease and size of the thyroid gland. For mainten- 
ance, the dose should be gradually decreased to the 
amount that will maintain the patient at a normal 
level of metabolism. 

Correct evaluation of the degree of hyperthyroidism, 
for selection of the proper initial dose and main- 
tenance requirements of propylthiouracil, requires 
considerable attention. Although determinations of 
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Chart 2. Usual response to propylthiouracil and the iodides in 
hyperthyroidism, and result of premature withdrawal of iodine. 


the basal metabolic rates serve as a rough guide, 
clinical observation is the better method of evalu- 
ating treatment. The basal metabolic rate not only 
is inaccurate but varies considerably among differ- 
ent persons. Thus a BMR of plus 5 per cent may 
in one patient indicate euthyroidism, while in an- 
other patient may be associated with a significant 
amount of hypermetabolism. Frequently-repeated 
BMR determinations are not worth the expense in- 
volved, although two or three during the course of 
treatment are helpful adjuncts to clinical obser- 
vation. 

A steady gain in weight, especially in the face of 
a decreasing appetite, is probably the best single 
gauge of satisfactory treatment. Slowing of the pulse 
rate taken during sleep, decreased skin warmth, 
narrowing of the palpebral fissures, lessening of 
tremor, and increasing emotional stability all serve 
as guides to the adequacy of therapy. 

Serum protein-bound iodine can be a valuable 
laboratory aid, if the patient is not receiving iodine 
or an iodinated thiouracil preparation. Radioactive 
iodine uptake, although superb for diagnosis, is un- 
suited for therapeutic evaluation, and the blood 
cholesterol is of value only as part of a carefully con- 
ducted therapeutic test. 

Therapeutic Test. Infrequently the suspicion of 
hyperthyroidism is aroused in a patient whose clin- 
ical picture is atypical and whose laboratory studies 
are equivocal. In such instances therapeutic test is 
worth consideration. After careful clinical evalua- 
tion, determination of the basal metabolic rate on at 
least two separate occasions, and measurement of 
the blood cholesterol by a reliable method, antithy- 
roid therapy is given. Careful clinical re-evaluations 
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Chart 3. Because propylthiouracil is rapidly excreted, 
careful spacing of individual doses is important. 


are made, and estimations of the BMR and blood 
cholesterol are repeated during and at the termina- 
tion of a predetermined period of therapy. 
Although iodine is satisfactory in some individu- 
als, one can never be sure in advance that it will be 
effective, especially in older patients who may have 
a toxic adenoma, and propylthiouracil is better for 
therapeutic trial. The doses are 300 mg. a day dur- 
ing the first month, 400 mg. a day during the sec- 
ond, and 500 mg. a day during the third. If after 
three months of treatment there has been no signifi- 
cant clinical improvement, decrease in BMR, or ele- 
vation of blood cholesterol, the diagnosis of hyper- 
thyroidism can be discarded. ' 
Spacing of Doses. Because propylthiouracil and 
allied drugs are rapidly excreted, careful spacing of 
individual doses is important, maximum effect being 
obtained when the drug is given every six or eight 
hours (Chart 3). Care must be taken to avoid 
“tid.” orders when the patient is hospitalized. 
Such an order usually results in crowding of doses 
into a portion of the day, leaving a long period when 
blood levels are insufficient for adequate control, 
and obviously the patient will maintain the same 
program of therapy after leaving the hospital. Ad- 
ministration of antithyroid drugs with meals is more 
satisfactory than the usual “t.i.d.” routine but is 
inferior to administration every eight hours. 
Duration of treatment with antithyroid drugs de- 
pends entirely upon the desired objective. If thy- 
roidectomy is planned, medical therapy is con- 
tinued until the patient is completely euthyroid, as 
measured both by laboratory tests and clinical ap- 
praisal. This ordinarily requires two or three 
months. It is rarely necessary for the patient to be 
hospitalized, and even when severe thyrotoxicosis 
necessitates initial bed rest, the patient can resume 
work soon after he begins to respond to treatment. 
After the symptoms are completely controlled, io- 


dine can be added, and ten or twenty days later thy- 
roidectomy may be performed as an elective proce- 
dure. It does not seem necessary to stop the pro- 
pylthiouracil when iodine is started, for no especial 
benefit is obtained from such a program. If the pa- 
tient has been satisfactorily controlled for several 
weeks, discontinuation of propylthiouracil is with- 
out hazard, but if the individual has just been 
brought under control, cessation of propylthiouracil 
therapy for only a few days may allow severe exacer- 
bation of the disease. 

In all patients with mild disease and without 
marked thyroid enlargement, the antithyroid drugs 
may be given with the hope of obtaining permanent 
remission. In such instances, the drug should be 
continued for at least nine to twelve months after 
complete control has been effected. Even then the 
antithyroid drug should be gradually discontinued 
and not stopped abruptly. If the hyperthyroid state 
recurs, it usually does so within three months and 
almost always within six months after cessation of 
treatment. 

Toxic Effects. The major hazard associated with 
the use of thiouracil and its cogeners has been that 
of toxicity, and the incidence of reactions associated 
with the use of thiouracil and methylthiouracil has 
been sufficient to discourage general application of 
these drugs. Propylthiouracil is much less toxic. 
Even in the experience of the most critical observers 
the incidence of minor toxic reactions is less than 
2 per cent, and severe toxicity is so rare as to war- 
rant a medical report. 

Three types of undesirable reaction may result 
from the use of propylthiouracil. Most prominent 
are those complications such as fever and skin rash, 
seen with many types of medication and most prob- 
ably related to sensitivity. 

The second type of reaction, which is the only 
one of real consequence, consists of depression of 
the myelocytic component of the bone marrow. 
True agranulocytosis is unusual, occurring less 
frequently than with many other well-accepted 
forms of medication. Lesser degrees of neutropenia 
are said to occur more frequently but, because leu- 
kopenia and depression of neutrophils frequently 
accompany hyperthyroidism, lowering of the white 
blood cell count is difficult to evaluate in the early 
phase of treatment. In view of these facts, frequent 
determinations of the blood count, in patients re- 
ceiving propylthiouracil, appears to be an unnec- 
essary expense. Even with the use of more toxic 
drugs, such as thiouracil, routine blood counts are 
of limited value because of the fact that severe 
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neutropenia develops so precipitously. However, 
patients receiving any of the newer antithyroid drugs 
should be carefully instructed to call their physician 
whenever there are signs of infection, sore throat, 
skin rash, or any other unusual symptoms. Despite 
early impressions, it now appears that, with the 
exception of hypothyroidism, toxicity resulting 
from propylthiouracil is entirely unrelated to dose, 
a fact which emphasizes the stated opinion that 
toxic reactions are usually those of sensitivity. 

The third complication of therapy with propyl- 
thiouracil is hypothyroidism. Normal individuals 
are remarkably resistant to the hypometabolic effect 
of these drugs, but excessive treatment can marked- 
ly depress thyroid function in hyperthyroid indi- 
viduals. However the occurrence of myxedema is of 
no real consequence in patients under treatment 
with propylthiouracil, for the condition is rapidly 
reversible when the drug is stopped or the dose re- 
duced. All precautions must be taken to avoid ex- 
cessive thyroid depression in patients who are to 
undergo thyroidectomy, for myxedema greatly in- 
creases morbidity in such instances. Although it has 
been pointed out that elevation of cholesterol is a 
much better index of hypometabolism than clinical 
symptoms and depression of the basal metabolic 
rate in hyperthyroid patients receiving propylthi- 
ouracil, there exists some evidence that elevation of 
cholesterol may occur as a specific phenomenon of 
propylthiouracil therapy even without excessive 
suppression of thyroid hormone production. 

Todothiouracil. Although propylthiouracil is by 
far the most popular of the newer antithyroid 
agents, two other drugs have received considerable 
attention. Iodothiouracil (Itrumil), a compound 
containing iodine bound within the thiouracil mole- 
cule, is believed by some to exert more effect than 
thiouracil and iodine given separately. 

This material has been recommended for use in 
patients with progressive exophthalmos, but no 
definite evidence is available to indicate its value in 
this condition. It has also been recommended in 
patients with severe thyrotoxicosis and large glands, 
but here it presents the major problem of interfering 
with adequate control of the hyperthyroidism be- 
cause of the presence of iodine. 

Except possibly in patients with hyperthyroidism 
who have a substernal goiter and in whom the 
occurrence of further thyroid enlargement may 
cause distressing symptoms, iodothiouracil has no 
real advantage over propylthiouracil. It does cause 
a higher incidence of toxic reactions and for this 
reason will probably not be generally accepted. 
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Methimazole (Tapazole) is a very potent antithy- 
roid agent which is ten times more effective in con- 
trolling excessive thyroid activity than propylthi- 
ouracil, usual dosage therefore being 30 to 40 mg. 
per day. Although it acts in similar fashion, its 
chemical structure differs from that of the thiourea 
type of compound, and thus its use should be con- 
sidered in patients who develop toxic reactions to 
propylthiouracil. 

It appears that methimazole will initiate more 
rapid improvement in hyperthyroidism than other 
antithyroid agents, and therefore it should be the 
better therapeutic agent when severity of thyro- 
toxicosis or presence of severe complications indi- 
cates a need for inducing a rapid clinical remission. 

The main disadvantage of this drug is the rather 
high incidence of toxic reactions. Although these 
consist mainly of minor occurrences such as skin 
rashes, their frequency is sufficient to make the drug 
less suitable for general use than propylthiouracil. 

Long-term Use of Antithyroid Drugs. The major 
conflict regarding the use of the newer antithyroid 
agents centers about their proper place in the long- 
term management of thyrotoxicosis. There is little 
argument regarding their value in preparation of 
patients for thyroidectomy because, in the opinion 
of most authorities, these drugs are far superior to 
iodine for that purpose. There is considerable con- 
troversy about the use of propylthiouracil or a simi- 
lar drug as the sole therapeutic agent in the treat- 
ment of hyperthyroidism, and no dogmatic opinion 
can be offered. Propylthiouracil has certain advan- 
tages and disadvantages, which are listed in Table 1. 


Table 1. Advantages and disadvantages of propylthiouracil. 


ADVANTAGES 
(1) Effective and quite safe. 
(2) Relatively inexpensive. 
(3) Little morbidity—practically no mortality. 
(4) No secondary complications. 
(5) Better for areas without skilled thyroid surgeons. 
(6) Avoids an operation. 


DISADVANTAGES 


(1) Use necessitates long-continued supervision. 

(2) Impossible to foretell remission in any individual case. 
(3) Serious toxic reactions may occur. 

(4) Alleviation of symptoms may result in lapse of treatment. 


One of the major points of confusion regarding 
propylthiouracil is stress laid on the fact that it is 
not truly curative, but this is equally true of other 
effective modes of treatment. Emphasis is also given 
to the observation that permanent remissions occur 
in only about 50 per cent of adequately treated pa- 


tients. Such unweighed statistics must be modified. 
If instances of severe thyrotoxicosis with large thy- 
roid glands are studied, the remission rate will be 
very low, but as many as 80 to 90 per cent of pa- 
tients with mild thyrotoxicosis and a small gland 
may have permanent remission of the disease. Thus 
it is apparent that statistical analysis of large series 
is valueless and that each instance of the disease 
must be evaluated individually with respect to the 
advisability of prolonged medical management. 


SURGERY 


In the opinion of many experienced physicians, 
the surgical treatment of hyperthyroidism by means 
of radical subtotal thyroidectomy continues to be 
the most satisfactory method of treatment. Certainly 
the mortality has been brought nearly to the vanish- 
ing point with the preoperative use of propylthiour- 
acil, and if bad risk cases are not included, opera- 
tive fatality is now so rare as to occasion surprise. It 
must be stressed however that statistics dealing 
with mortality, morbidity, and frequency of surgical 
complications, offered in medical and surgical jour- 
nals, are obtained from clinics at which a great vol- 
ume of thyroid surgery is done. These figures can- 
not be applied to the bulk of thyroid surgery per- 
formed, and an inescapable consideration is the 
quality of surgical care available for each individual 
with an overactive thyroid gland. The advantages 
and disadvantages of thyroidectomy are listed in 
Table 2. 


Table 2. Advantages and disadvantages of thyroidectomy. 
ADVANTAGES 


(1) High remission rate in all types of case. 

(2) Very safe in skilled hands. 

(3) Limits the need for close medical supervision. 
(4) Best for persons prone to leave medical care. 
(5) Especially good in nodular goiter. 


DISADVANTAGES 


(1) Requires an operation. 

(2) High incidence of complications. 

(3) Relatively expensive. 

(4) Has higher mortality rate than other effective methods of 
treatment. 

(5) Not as available to entire population as medical therapy. 


RADIOACTIVE IODINE 


The newest and simplest form of therapy for hy- 
perthyroidism consists of the oral administration of 
radioactive iodine. This isotope is handled in simi- 
lar fashion to the naturally occurring halide and is 
taken up avidly by the hyperfunctioning thyroid 
gland. Radioiodine, while held in the thyroid gland, 


damages a portion of functioning thyroid tissue, the 
extent of the injury being dependent upon the dose 
and amount of iodine taken up. 

Usually only one-half to two-thirds of the esti- 
mated dose is given; if adequate remission does not 
eventuate radioiodine can then be repeated. This is 
by far the simplest method of treatment and would 
undoubtedly be used much more extensively were 
it not for the fear of carcinogenesis. Like other effec- 
tive therapeutic agents, radioiodine has both ad- 
vantages and disadvantages (Table 3). 


Table 3. Advantages and disadvantages of radioiodine. 


ADVANTAGES 


(1) Simple and effective. 

(2) Inexpensive. 

(3) No operation needed. 

(4) Use requires less medical supervision than surgery or 
propylthiouracil. 

(5) Nearly devoid of complications. 


DISADVANTAGES 


(1) Requires special facilities and personnel—not generally 
available. 

(2) Difficulty in estimating correct dose gives high incidence of 
post-therapeutic myxedema. 

(3) Potential danger of producing thyroid cancer. 

(4) May cause exacerbation of symptoms following treatment. 
(May be circumvented by first giving propylthiouracil.) 


Guide to Selection of Treatment 


It is apparent that although several effective 
modes of therapy are available for hyperthyroidism, 
none are ideal. Selection of the best therapeutic 
agent requires both knowledge of the available 
methods and careful evaluation of the psychologic 
make-up of the patient requiring treatment. Among 
the numerous general factors to be considered are 
the personality and medical condition of the pa- 
tient, experience of the physician in the use of anti- 
thyroid drugs, the caliber of available surgical ther- 
apy, and the availability of radioiodine. Although 
formulation of set rules is impossible, certain broad 
views may be utilized as a general pattern for evolu- 
tion of the best form of therapy. 

(1) In young patients with mild thyrotoxicosis 
and minimal to moderate thyroid enlargement, pro- 
pylthiouracil or a similar compound, is the agent of 
choice. If the drug is given in adequate dosage for 
a least nine months after a euthyroid state has been 
attained, the large majority of patients should se- 
cure a sustained remission of their disease. 

(2) In patients with moderately severe hyper- 
thyroidism, either surgery or one of the antithyroid 
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drugs may be utilized, choice being dependent upon 
the general points already mentioned. More empha- 
sis should be given to surgical therapy in male pa- 
tients because of their tendency to lapse from treat- 
ment after symptoms have been controlled. 

(3) In patients with severe thyrotoxicosis, espe- 
cially if the thyroid gland is markedly enlarged, sur- 
gical therapy is considerably better than prolonged 
medical management. 

(4) In patients more than 40 years of age, the 
use of radioiodine should be strongly considered. 

(5) In patients who have a complicating disease 
that would materially increase the mortality or mor- 
bidity expected from surgery, either propylthioura- 
cil or radioactive iodine is preferable. 


Toxic Adenomas 


Not only does the pathogenesis of toxic adenoma 
differ from that of Graves’ disease, but in many in- 
stances the clinical picture is dissimilar. Because 
this disorder results from a local disturbance of the 
thyroid gland, treatment can be directed at the site 
of the abnormality. 

Toxic adenomas are more common in the older 
age group and, because of their numerous compli- 
cations, notable among these being thyrocardiac 
disease, complete control of the disease is impera- 
tive before operation. 

Toxic adenomas are probably less common than 
is generally taught. One or more nodular lesions 
may be palpated in the thyroid gland of many hy- 
perthyroid patients but, in most instances, these are 
the irregular growth of hyperplasia rather than true 
toxic nodules. 

Iodine is notably unsatisfactory in the treatment 
of hyperthyroidism due to an adenoma. Although 
some patients may respond, the majority fail to at- 
tain adequate control of the hypermetabolism and, 
in some individuals, the symptoms are unaffected. 

Propylthiouracil and allied drugs are very effec- 
tive in the control of this type of hyperthyroidism 
and should be used to prepare the patient for sur- 
gery. A longer period of treatment is required to 
attain euthyroidism than that necessary in patients 
with diffuse toxic goiter and, frequently, larger 
amounts of propylthiouracil are needed. 

Because this disease is amenable to direct attack, 
surgery is the treatment of choice. It is best to con- 
tinue medical therapy for several months before 
thyroidectomy is performed in order to attain maxi- 
mal improvement and restoration of body weight. 

In the older age group or in the patient with se- 
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vere complications or associated disease, radioio- 
dine is a satisfactory method of treatment. If this 
drug is unavailable and the patient’s medical condi- 
tion indicates an unduly high surgical risk, pro- 
longed treatment with propylthiouracil is the better 
method of management. 


Pregnancy and Hyperthyroidism 


Hyperthyroidism may first become manifest at 
the time of pregnancy, and thus these conditions 
not infrequently coexist. In general, propylthioura- 
cil is a satisfactory method of treatment in these pa- 
tients, and depression of the fetal thyroid gland can 
be avoided if dosage is kept low. It should be kept in 
mind that the pregnant patient normally has a 
moderate degree of hypermetabolism ; consequently 
proper treatment during pregnancy should consist 
of partial control of symptoms, allowing persistence 
of the amount of hypermetabolism that should ordi- 
narily be present. 

Surgical therapy can be recommended if per- 
formed early during pregnancy. Because the fetal 
thyroid begins to function after the third month, 
radioiodine should not be used after the first tri- 
mester. 

Most patients can be carried to term quite satis- 
factorily by the use of propylthiouracil, and they 
should be maintained on that drug during the post- 
partum period. Because propylthiouracil is excreted 
in large amounts in breast milk, nursing should not 
be allowed in patients who are receiving this or sim- 
ilar drugs. 


Progressive Exophthalmos 


Sudden, often intense proptosis of the eyes, with 
or without associated paresis of eye muscles, is one 
of the dread complications of hyperthyroidism 
(Figure 1). Its pathogenesis is poorly understood, 
but it is important to differentiate apparent and real 
proptosis. The widened palpebral fissure and stare, 
common to most instances of Graves’ disease, con- 
vey the impression that the eyeballs protrude for- 
ward. Because these eye signs ordinarily disappear 
after adequate therapy of the hypermetabolism, 
there has arisen the erroneous concept that exoph- 
thalmos varies directly with hyperthyroidism, de- 
creasing as thyrotoxicity is controlled. Actually, as 
the stare diminishes there may be an actual increase 
in proptosis so that, while the patient appears to 
have less exophthalmos, measurement reveals a 
definite increase in forward protrusion of the eye- 
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Figure 1. One of the dread complications of hyperthyroidism is 
sudden, intense proptosis of the eyes, with or without associated 
paresis of eye muscles. 


balls. This increase in proptosis, to the extent of 1.5 
to 2.5 mm., is seen very frequently after subtotal 
thyroidectomy, frequently after treatment with 
radioiodine, and in 10 to 15 per cent of patients 
under treatment with propylthiouracil. 

Malignant exophthalmos consists of either mark- 
ed proptosis and ophthalmoplegia or ophthalmo- 
plegia alone. It is believed to be caused by the action 
of thyroid-stimulating hormone on the contents of 
the orbit and is therefore more likely to occur when 
large amounts of TSH are present. Such should be 
true when there is deficiency of circulating thyroid 
hormone, which inhibits production of TSH, or 
when there is a decrease in activity or volume of 
functioning thyroid tissue, since TSH appears to be 
inactivated by the thyroid gland. Consequently, 
although progressive exophthalmos may occur in 
hyperthyroidism, in euthyroidism, and occasionally 
in myxedema, it is especially frequent following 
surgical removal of the thyroid gland. One might 
expect a similar high incidence following treatment 
with radioiodine, and this seems to be the case. 

Another factor that may have some influence on 


the occurrence of severe proptosis is rapid change 
in thyroid function. There appears to be a higher 
incidence when a treated patient suddenly escapes 
from control or when thyroidectomy, in a partially 
controlled patient, suddenly decreases metabolism 
from an abnormally high to a subnormal level. 

As is true in most disorders of vague and uncer- 
tain etiology, the therapy of malignant exophthal- 
mos is extremely unsatisfactory. Therefore, major 
attention should be given to its prevention and, 
once it occurs, to the avoidance of potentially harm- 
ful medication. In the direction of prophylaxis, thy- 
roidectomy or the use of large doses of radioiodine 
should be avoided in those patients who have more 
than a minimal amount of proptosis, in those who 
develop proptosis during medical preparation, and 
in those who manifest any indication of weakness of 
eye muscles. 

Once progressive exophthalmos ensues, therapy 
is contingent upon the state of thyroid function. 
Temporization is probably the best policy if the 
patient is mildly hyperthyroid, because the excess 
hormone production and increased size of the thy- 
roid gland offer some protection by suppressing the 
secretion of TSH and promoting its inactivation. If 
severity of the hyperthyroidism necessitates treat- 
ment, prophylthiouracil and iodine should be 
given. Thyroid surgery should be strictly avoided, 
and radioiodine should be given only in the form 
of small, spaced, “paring” doses in order to avoid 
rapid change in the pituitary-thyroid balance. 

Euthyroid patients with severe exophthalmos can 
be given large doses of desiccated thyroid, but be- 
cause of the marked sensitivity of the hypothyroid 
patient to thyroid hormone, this method of treat- 
ment is less satisfactory in myxedema. 

If proptosis continues to the degree where the 
lids cannot be closed, infection becomes a promi- 
nent hazard, and surgical decompression of the 
orbit may be necessary. When corneal ulceration 
occurs and eyesight is endangered, it is best to 
resort immediately to this radical procedure rather 
than to temporize with tarsorrhaphy or similar 
measures. In order to treat exophthalmos satisfac- 
torily, its exact cause must be identified. Until this 
is accomplished, attempts at prevention are of pri- 
mary importance. 
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Cips from Other Journals 


Evaluation of Gitalin 


HarinG and Luisada compared the effects of gitalin, 
a glycoside of Digitalis purpurea, with other similar 
drugs used in treatment of congestive heart failure. 
They quoted Batterman and associates to the effect 
that gitalin has a greater safety factor than some 
other drugs. Thus, the average patient requires 
about 60 per cent of the toxic dose of digitalis in 
order to obtain a therapeutic effect, while for gitalin 
this “therapeutic ratio” is as low as 36.9 per cent 
(see accompanying diagram). 

The authors administered gitalin intravenously to 
patients who had been without digitalis for at least 
two weeks. The full digitalizing dose was between 5 
and 6 mg., given in two doses of 2.5 to 3 mg. twenty- 
four hours apart. This corresponded to the oral dig- 
italizing dose reported by previous investigators. 
The drug was extremely well tolerated. It was 
somewhat more rapidly eliminated than lanatoside 

It was concluded that gitalin would be especially 
useful for digitalizing patients having active rheu- 
matic carditis or coronary artery heart disease, be- 
cause of (1) wide margin of safety, (2) absence of 
side effects, and (3) rapidity of elimination. (Am. 
Heart J., 45 :108, 1953.) 


Congenital Subaortic Stenosis 


CONGENITAL subaortic stenosis is sometimes diffi- 
cult to distinguish from acquired valvular aortic 
stenosis. Recently Brofman and Feil have commented 
on the importance of this distinction, emphasizing 
that the congenital lesion is not amenable to surgi- 
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cal treatment and has a much more benign course. 
The main differential points are shown in the ac- 
companying table. The authors have demonstrated, 
in the ten cases they studied, that optically recorded 
arterial pulse tracings are quite helpful in making 
diagnosis more certain. (Circulation, 6:817, 1952.) 


Differential diagnosis of congenital subaortic stenosis 
and acquired valvular aortic stenosis. 


Finding Congenital Subaortic Stenosis Acquired Aortic Stenosis 


Time of onset At birth Following rheumatic fever 
or late in life 

Second aortic 

sound Normal or accentuated 
Effect on left 

ventricle Mild 

Disability Slight until late 
Arterial pulse Incisura indicative of 


tracing closure of aortic valve 


Diminished or absent 


Progressive and severe 
Progressive and severe 
No indication of function 
of aortic valve 


- 
= tee 
\ 4 
= a 
J 
PERCENTAGE 10 20 30 40 60 
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= 
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Isolated Valvular Pulmonary Stenosis 


In A recent report, Blount, Komesu, and McCord 
attacked the beliefs that isolated valvular pulmonary 
stenosis is rare and that it regularly causes severe 
incapacitation. Their experience has shown that this 
congenital lesion is relatively common, that it is 
often asymptomatic, and that a correct diagnosis 
can be established by clinical means with a high 
degree of accuracy. 

To emphasize these points, they reported the de- 
tails of six cases—all children who were asympto- 
matic and appeared well. Nevertheless, intracardiac 
pressures indicated that a definitely malignant proc- 
ess existed. Without surgical treatment these chil- 
dren could have been expected eventually to develop 
serious symptoms and then to deteriorate rapidly. 

The only prominent physical sign was a loud 
(Grade 3 to Grade 6), harsh systolic murmur. It had 
maximum intensity in the first or second left inter- 
costal space, often was accompanied by a thrill, and 
had diminished intensity at all points below the sec- 
ond intercostal space. The second heart sound reg- 
ularly was decreased or absent at the pulmonic 
valve area. 

Fluoroscopic examination revealed a prominent 
pulmonary artery and a disproportion between the 
increased amplitude of pulsations over the main 
pulmonary artery and the normal or decreased am- 
plitude of pulsations over the right and left pul- 
monary arteries. In these mild cases, decreased vas- 
cularity of the lungs was an unusual finding. In four 
cases, the electrocardiogram was normal. In the re- 
maining two, there were signs of right ventricular 
hypertrophy in both and of enlargement of the 
right atrium in one. (New England J. Med., 248:5, 
1953.) 


Effect of Surgery on Fibrinogen 


SOME investigations have disclosed that blood fibrin- 
ogen increases following surgical operations, and a 
tendency to thromboembolism has been attributed 
to this change. On the other hand, drastic opera- 
tions on the chest and abruptio placentae have been 
reported to diminish fibrinogen to levels that pro- 
voke serious hemorrhage. 

Hidalgo, Fowell, and Ralls investigated the rea- 
sons for these seemingly opposite effects by assay- 
ing fibrinogen levels in rabbits subjected to trauma. 
They found that considerable tissue injury caused 
decrease of fibrinogen for a time, followed by a 
secondary rebound to levels higher than normal. 
They proposed that trauma of some tissues causes 


release of thromboplastin. This in turn causes ex- 
tensive, but not necessarily symptomatic, intravas- 
cular clotting, with consequent depletion of fibrin- 
ogen. This last effect stimulates the liver to produce 
fibrinogen, a response which becomes excessive in 
some instances. Whether or not this theory is cor- 
rect, the fact remains that extensive and bloody 
surgery rarely may require infusion of fibrinogen in 
order to prevent serious bleeding. (Surg., Gynec. & 
Obst., 95 :661, 1952.) 


Serum Iron in Liver Diseases 


ELevATION of serum iron values was a sign of hepa- 
tocellular damage in cases of liver disease studied 
by Matassarin and Delp. The findings favored the 
idea that an increase of serum iron was due to dis- 
ruption of liver cells and consequent release of 
stored iron. Values correlated well with the clinical 
pictures of various liver diseases, and the authors 
concluded that serum iron determinations have a 
definite place in “hepatographic” studies. (Am. J. 
M. Sc., 224:622, 1952.) 


Torsion of the Spermatic Cord 


ALTHOUGH torsion of the spermatic cord is an 
uncommon cause of testicular pain, prompt recog- 
nition is important because the condition is a 
surgical emergency. Wheeler and Clark describe 
the main diagnostic points of the acute stage as: 
(1) sudden onset of severe, unrelenting testicular 
pain, not relieved by elevation of the scrotum; 
(2) marked prostration; (3) few local changes 
except exquisite tenderness; and (4) frequently a 
past history of one or more episodes of testicular 
pain, representative of recurrent torsion that has 
been relieved spontaneously. 

During this acute phase, physicians all too often 
prescribe only symptomatic treatment. Then there 
is gradual development of necrosis of the testis and 
epididymis, with obvious local signs of inflamma- 
tion. Pain gradually subsides, but atrophy of the 
testis follows. (New England J. Med., 247:973, 
1952.) 


Peptic Ulcer Pain 


In a study of the effect of anticholinergic drugs 
(Banthine, Prantal, etc.) on pain of peptic ulcer, 
Palmer and co-workers confirmed the belief that 
the mechanism for pain in this disease is contact of 
acid material with the ulcer. Their findings denied 
that ulcer pain is a consequence of spasm or other 
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motor disturbance. Thus, anticholinergic drugs in- 
fluence ulcer pain indirectly (1) by decreasing 
gastric motility and rate of emptying and thus 
decreasing “‘acid attack” upon the ulcer (duodenal 
or anastomotic), and (2) by suppressing secretion 


of acid. (Am. J. M. Sc., 224:603, 1952.) 


Brain Abscess 


IN THEIR analysis of the influence of the antibiotics 
on therapy and mortality of brain abscess, Ballan- 
tine and White reported that mortality rate has 
been reduced, and that surgeons have been enabled 
to operate earlier because of diminished risk of local 
spread of infection by surgical procedures. They 
also found that the incidence of brain abscess, sec- 
ondary to intrathoracic sepsis, has been greatly re- 
duced, presumably because of better control of lung 
abscess and pleural empyema. They emphasized 
that antibiotic therapy is no substitute for complete 
débridement of compound fractures. An interesting 
sidelight was their experience that the problem of 
diagnosis has been complicated by the advent of 
antibiotic therapy, which may allow expanding sep- 
tic foci to develop much more insidiously. 

The program of treatment now used by these 
authors can be outlined as follows: 


1, LOCALIZATION OF ABSCESS 
a. Neurologic examination 
b. Ventriculography or arteriography (if necessary) 
2. INTRODUCTION OF VENTRICULAR NEEDLE INTO ABSCESS 
a. Aspiration 
b. Instillation of Thorotrast (x-ray films) 
c. Introduction of antibiotics into abscess 
3. DEFINITIVE TREATMENT 


a. Repeated aspirations and instillations of antibiotics, or 
b. Excision 


Selection of definitive treatment depends upoa 
the general condition of the patient as well as the 
local effects of the abscess. Excision is recommended 
whenever there is a threat to life from incipient 
rupture of the abscess into a ventricle or the effects 
of increased intracranial pressure. (New England J. 
Med., 248:14, 1953.) 


2-Ethylhexanol in Pulmonary Edema 


In vitro studies showed that 2-ethylhexanol had 
antifoaming properties superior to either 95 per 
cent or 50 per cent ethyl alcohol, according to 
Reich, Rosenberg, and Metz. The authors treated 
fourteen patients with severe acute pulmonary 
edema with 2-ethylhexanol administered through a 
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BLB mask with the humidifier containing both 
water and 2-ethylhexanol. All other medication was 
withheld until the effects of this therapeutic 
measure were recorded. 

Seven patients experienced moderate to great 
improvement, four had slight improvement, and 
three showed no improvement. There were no 
contraindications to the use of this material, nor 
were any toxic reactions encountered. Preliminary 
studies employing nebulized 2-ethylhexanol in 
combination with oxygen administered from a posi- 
tive pressure apparatus gave superior effects to 
those obtained from the inhalation of 2-ethyl- 
hexanol through the BLB mask. (Dis. of Chest, 
23:43, 1953.) 


Hyperpotassemia in Delirium Tremens 


ENDE and associates reported the case of a young 
man who died suddenly and unexpectedly after a 
period of violent activity during delirium tremens. 
Necropsy, including toxicologic studies, did not 
account for death, but the serum potassium value 
was found to be greatly elevated. The authors be- 
lieved that hyperpotassemia explained the patient’s 
death and that the serum potassium had risen be- 
cause of strenuous muscular activity—a phenome- 
non previously documented in other conditions 
attended by hyperactivity. (Am. J. M. Sc., 224: 
638, 1952.) 


Recognition of Bronchiogenic Carcinoma 


IN THE experience of Jewett, an average of 10.5 
months elapsed between the onset of symptoms of 
bronchiogenic carcinoma and the establishment of 
a correct diagnosis. Delay attributed to the patient 
averaged 4.1 months, while delay caused by the 
physician averaged 6.4 months. The failure of the 
referring physician to suspect the presence of pul- 
monary neoplasm resulted from (1) a lack of 
awareness that minor respiratory symptoms, par- 
ticularly in males in the fifth and sixth decades of 
life, often indicated the clinical onset of carcinoma; 
(2) failure to obtain a chest x-ray early in the course 
of the disease; (3) significant departures from 
normal which were either overlooked or mis- 
interpreted. 

Most bronchiogenic carcinomas arise within the 
main stem or lobar bronchi. Tumors in this loca- 
tion cause symptoms of bronchial irritation, infec- 
tion, or hemorrhage relatively early. The most com- 
mon x-ray abnormality is a slight, unilateral nodu- 
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lar enlargement of the hilus. The presence of a 
lung abscess should always lead to the suspicion of 
carcinoma. Some of the patients with major bron- 
chial tumors had an insidious onset of nonspecific 
complaints such as malaise, fatigue, vague pains, 
and gradual weight loss. 

When the bronchiogenic carcinoma originated 
in the segmental bronchi there was the early ap- 
pearance of atelectasis and infection of the distal 
pulmonary segments. Carcinoma arising in the 
periphery of the bronchial tree caused sharply 
circumscribed solitary masses referred to as “coin” 
lesions. The early diagnosis of the peripheral tumors 
depends upon their detection by survey chest x- 
rays prior to the onset of symptoms. (Dis. of Chest, 
22 :699, 1952.) 


Cardiopulmonary Diseases and Air Travel 


Gorpon recommends that patients with cardio- 
pulmonary disease when traveling by air should 
use pressurized cabins only, since travel in the 
ordinary types of cabins may cause symptoms of 
oxygen lack. Contraindications to air travel are 
cystic disease of the lung, recurrent spontaneous 
pneumothorax, high pressure artificial pneumo- 
thorax, acute upper respiratory tract infections 
with exacerbations of chronic lung disease, mani- 
fest coronary insufficiency, heart failure, and recent 
hemoptysis. (Dis. of Chest, 23: 1953.) 


Exploratory Surgery of the Heart 


Banry, Glover, and O’Neili point out that ex- 
ploratory surgery has long been accepted for ob- 
scure or uncertain conditions in every part of the 
body except the heart. They emphasize further 
that present diagnostic methods are not sufficiently 
accurate to reveal the diagnosis of the cause of 
heart conditions preoperatively in 15 to 20 per 
cent of all cases even though all clinical and labora- 
tory procedures are used. Exploratory surgery of 
the heart consists of exploratory operations per- 
formed in the hope that some definitive, corrective 
surgical maneuver might be feasible once the diag- 
nosis is clarified. 

Exploration of the heart is divided into three 
phases or stages of exploration: (1) exploration 
limited to the intact outer surface of the pericardium 
and the adjacent great vessels in the mediastinum; 
(2) exploration of the interior of the pericardium, 
the surface of the heart, and the surface of the intra- 
pericardial great vessels; (3) exploration of the 


interior of the cardiac chambers and of the interior 
of the adjacent great blood vessels. 

In the remainder of the article, the authors dis- 
cuss the various findings at operation of the most 
common correctable forms of heart disease. Their 
findings indicate that exploratory surgery of the 
heart not only establishes the anatomical diagnosis 
but permits the prompt execution of corrective 
operative measures. (Dis. of Chest, 22:640, 1952.) 


Beryllium Granulomatosis of Lungs 


Rossins and Lyons reported a case of beryllium 
granulomatosis of the lungs which was interesting 
for two reasons. First, eight years had elapsed 
from the time of the patient’s occupational ex- 
posure to beryllium until severe respiratory symp- 
toms developed. Second, with cortisone treatment, 
the patient was brought from a state of emaciation 
and complete respiratory disability to one of com- 
paratively good health. (Ann. Int. Med., 38:120, 
1953). 


Electrolyte Disturbances from ACTH 


In a trial of a hydrogen-potassium exchange resin 
for control of undesirable side effects of ACTH 
therapy, Greenman, Weigand, and Danowski found 
that the action of the resin was inadequate. Al- 
though there was some increase of sodium in 
stools, edema was not prevented. Also, the supply 
of potassium in the resin was usually inadequate 
to prevent severe hypokalemia. The authors con- 
cluded that the method could not replace sodium 
restriction and potassium addition for avoidance of 
serious electrolyte disturbances during ACTH 


therapy. (Am. J. M. Sc., 225:1, 1953.) 


Streptomycin in Pulmonary Resection 


Murpuy and Becker report their observations on 
102 pulmonary resections done for pulmonary 
tuberculosis in one hundred patients during the 
period from 1945 to 1948. All of these patients were 
given streptomycin for one week preoperatively and 
for two weeks postoperatively. The mortality rate 
was 8.8 per cent, and bronchopleural fistula and 
late reactivation of disease were the major post- 
operative problems. Eighty-five per cent of patients 
had a sputum negative for tubercle bacilli at the 
end of three years. 

Since these patients were operated upon during 
the pioneer days of resection, it is reasonable to 
believe that improvements in surgical technique 
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and methods of anesthesia will result in a lower 
mortality rate. Careful case selection and long 
term chemotherapy before and after surgery seem 
to offer the best hope for solution of the post- 
operative complications. (Am. Rev. Tuberc., 67: 22, 
1953.) 


Isoniazid in Mentally Ill Patients 


KrigsEr and his associates administered isoniazid 
to a group of fifty-one mentally ill tuberculous 
patients. In this group there was no evidence of 
damage to the liver, kidneys, or blood-forming 
organs after ninety days of treatment. They also 
noted clinical improvement. However, the most 
interesting effect from the use of isoniazid in these 
mentally ill patients was an improvement in mental 
behavior. The improvement was more than a 
temporary feeling of euphoria or increased sense of 
well-being. In some cases the improvement repre- 
sented a renewed contact with reality in patients 
who had been withdrawn and hallucinated for a 


prolonged period. The greatest degree of improve- , 


ment occurred among patients with a diagnosis of 
schizophrenia. (Dis. of Chest, 23:28, 1953.) 


Pyridoxine for Enhancing Diuresis 


AccorpINnG to Waldman and Pelner, when 100 mg. 
of pyridoxine was added to 2 cc. of a mercurial 
diuretic for intramuscular injection, a diuretic ef- 
fect resulted in each of ten patients whose cardiac 
edema had become unresponsive to the mercurial 
alone. The authors were careful first to rule out 
other reasons for “‘mercurial-fastness,” including a 
low salt syndrome and chloride depletion. They 
offered no explanation for the success of the pyri- 
doxine-mercurial mixture. (Am. J. M. Se., 225:39, 
1953.) 


Interarterial Coronary Anastomoses 


In a study of the effect of various agents on the 
development of interarterial coronary anastomoses 
after experimental coronary occlusion, Zoll and 
Norman found that sodium nitrite and induced 
anemia had a favorable influence. Papaverine, 
aminophylline, quinidine, and khellin, among 
other agents tested, did not promote development 
of anastomoses. The authors mentioned, however, 
that this fact does not preclude the possibility that 
these drugs are beneficial for other reasons in cases 
of human coronary artery disease. (Circulation, 


6-832, 1952.) 


GP « May, 1953 


EFFECT OF HEPARIN ON PERIPHERAL ARTERIO- 
SCLEROSIS—13 PATIENTS: 14 EXTREMITIES 


TOLERANCE 


Effect of heparin on peripheral arteriosclerosis. 


Heparin Treatment of Atherosclerosis 


THE majority of twenty-nine patients having severe 
angina pectoris was benefited by twice weekly doses 
of heparin, according to Engelberg. The drug was 
given intravenously or intramuscularly in 100 mg. 
amounts for a period of six to twelve months. In 
most instances a favorable response developed grad- 
ually, but the effects were dramatic in a few patients. 
In addition to subjective improvement, objective evi- 
dence of a beneficial effect was obtained by studies of 
ballistocardiograms and exercise electrocardiograms. 

The author believed that the good effect of hepa- 
rin was probably not due to its vasodilator or anti- 
coagulant actions. He speculated that the results 
may have been related to the tendency of the drug 
to alter the type of serum lipoproteins—causing a 
diminution of those fractions that predominate in 
cases of atherosclerosis. (Am. J. M. Sc., 224:487, 
1952.) 

In a similar preliminary report, Engelberg and 
Massell suggested that intermittent heparin therapy 
was useful for peripheral arteriosclerosis of the legs. 
The drug was given to thirteen patients in doses of 
100 mg. intravenously two or three times a week. 
In these amounts there was no need to follow coag- 
ulation times. Results were judged by measuring 
claudication distance and digital blood flow. A sum- 
mary is shown in the accompanying diagram, modi- 
fied from a table in the original report. In those pa- 
tients who improved, the changes developed gradu- 
ally and progressively during the six months of 
observation (Am. J. M. Sc., 225:14, 1953.) 

It should be emphasized for the unwary that 


DIGITAL WALKING YMPTOMS* 
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these are preliminary reports in small groups of 
patients having conditions that vary considerably 
in their clinical courses, without reference to treat- 
ment. For example, Binder and co-workers in a 
more carefully controlled experiment, found that 
intravenous heparin therapy did not affect the 
course of angina pectoris. (J.A.M.A.,151:967,1953.) 


Vitamin Emulsion 


For rapid restoration of prothrombin values to 
normal after administration of Tromexan or Dicu- 
marol, Van Buskirk found that an emulsion of fat- 
scluble vitamin K; seemed more effective than 
water-soluble synthetic vitamin K. The emulsion 
was given intravenously in a dose of 5 mg. per 
kilogram of body weight. (New England J. Med., 
248 :57, 1953.) 


Duration of Bronchiogenic Carcinoma 


RIGLER and his associates demonstrated that there 
are roentgen signs of bronchiogenic carcinoma 
many months before the first symptoms of that 
disease appear. In a group of patients who were 
operated upon, the interval between x-ray evidence 
of disease and the appearance of symptoms was 
seventeen months, while in a group of patients who 
died, the interval between x-ray evidence of disease 
and symptoms was 7.8 months. These figures attest 
to the great value of routine or survey x-ray exam- 
inations in the early detection of bronchiogenic 
carcinoma. (Dis. of Chest, 23:50, 1953.) 


Benemid and PAS Blood Levels 


Ritey, Clowater, and Shane showed that Benemid 
administered orally in conjunction with sodium 
para-aminosalicylate gave blood levels which were 
no higher than those obtained from the administra- 
tion of PAS alone. Furthermore, some patients 
experienced gastrointestinal symptoms when the 
combination of drugs was used, but these were 
not present when sodium _para-amino-salicylate 


was given alone. (Dis. of Chest, 23:90, 1953.) 


Surgical Aspects of Blastomycosis 


BLasTOMYcosis is a chronic inflammatory disease 
caused by Blastomyces dermatitidis. Affecting all 
organs, especially the skin and lungs, its route of in- 
fection is through the respiratory tract or rarely by 
trauma through the skin. Papulo-pustular, encrusted 


patches appear on the skin, while the deeper lesions 
are usually of a chronic granulomatous nature. 

Treatment in the past has included high doses of 
iodides, antibiotics, and x-ray therapy. The authors 
believe however, that surgery is the treatment of 
choice in localized blastomycosis. In advanced dis- 
seminated cases, it is of no use and, since blasto- 
mycosis is usually primary in the lungs, other areas 
of involvement must be regarded as metastases. 
Arrest of the lung lesion may occur, however, and 
it is suggested that surgical removal of isolated skin 
and bone lesions may enable the body to overcome 
the lung infection more easily. Foci of active infec- 
tion, though metastatic, act as centers for further 
dissemination, and removal of such foci should be 
carried out whenever feasible. 

Even in the presence of disease in an internal 
organ, removal of skin lesions, with skin grafting if 
necessary, may result in healing of these cutaneous 
areas. This results in cosmetic improvement and 
prevents infectious ulceration. Obstruction of the 
urinary tract is a relatively common complication 
due to blastomycotic prostatitis, and in such cases 
surgery is indicated for treatment of the obstruc- 
tion. Of all methods of treatment for localized blasto- 
mycosis, the authors believe surgery is of the great- 
est practical value. (Surgery, 33: 93, 1953.) 


Ascitic Fluid Circulation 


PRENTICE, Siri, and Joiner studied six patients with 
ascites. Using tritium-labeled water, they showed 
that the water content of ascitic fluid enters and 
leaves the peritoneal cavity at a rate approximating 
40 to 80 per cent of the total ascitic fluid volume 
per hour. Their studies indicate, therefore, that 
ascitic fluid is not a more or less static reservoir of 
fluid, but is a rapidly circulating medium. (Am. J. 
Med., 13:668, 1952.) 


Needle Liver Biopsies 


Descuamps and Steer reported their experience 
with needle liver biopsies at the Hepatitis Center for 
Japan and Korea during the period from 1950 to 
1951. Eighty-four liver biopsies were performed in 
seventy-three patients. During this period 2,351 pa- 
tients with liver disease were hospitalized. 

Liver biopsy was performed in those cases in 
which the diagnosis remained in doubt after con- 
siderable clinical and laboratory study; when re- 
covery from a clinically typical attack of infectious 
hepatitis was prolonged; when an attack of hepatitis 
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had been unusually severe; and when there was a 
past history of recurrent jaundice. Liver biopsy 
proved of great value when used for these indica- 
tions. There were no harmful reactions in any of the 
patients. (Am. J. Med., 13:674, 1952.) 

Christian also recorded his results of one hundred 
needle biopsies of the liver. He found needle biopsy 
to be of great value in the diagnosis and manage- 
ment of liver disease. He also noted a lack of corre- 
lation between histologic findings and clinical data. 
(Am. J. Med., 13:689, 1952.) 


Silicotic Lesions Resembling Carcinoma 


PaTiENTS with pulmonary silicosis, with or without 
an added tuberculous infection, may develop areas 
of fibrosis which in chest roentgenograms appear as 
massive densities easily confused with carcinoma. 
Kergin reported a group of eight patients who, with 
one exception, did not show the usual radiographic 
picture of silicosis, but showed a unilateral density 
of the type usually seen in bronchiogenic carci- 
noma, but which was due to silicosis or tuberculosili- 
cosis. Examination of the lung after removal showed 
that the distribution of the massive density was 
segmental. 

The fundamental feature of the pathology in this 
group of patients was the complete or partial bron- 
chial obstruction by pressure from lymph nodes 
which were the site of a chronic inflammatory reac- 
tion secondary to the inhalation of silica-containing 
dust. In three of the patients, there was an added 
tuberculous infection. The author suggested this 
condition be called chronic silicotic lymphadenitis 
with obstructive pneumonitis (nontuberculous or 
tuberculous). (J. Thoracic Surg., 24:545, 1952.) 


Volvulus of the Sigmoid Colon 


In AN article on volvulus of the sigmoid colon, 
Clayton and his co-workers reported four fatal cases 
which were not seen by a physician until thirty 
hours after the onset of symptoms. This condition 
is relatively rare in this country, accounting for less 
than 1 per cent of all large bowel obstructions. 
It is common in Europe, comprising 30 to 50 per 
cent of such cases. Rare in the young, it is more 
common in males. Most patients give a history of 
repeated attacks of constipation, and many have 
had previous episodes of pain relieved by enemas. 

Presenting symptoms include constipation, ab- 
dominal distention, vomiting, and indefinite severe 
colic and back pain. Flatus and feces may be expelled 
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by rectum. Tenesmus and bloody rectal discharge 
may be present. Physical examination usually re- 
veals pronounced abdominal distention with ten- 
derness localized chiefly over the site of the intes- 
tinal obstruction. Peristalsis may be audible, but the 
authors stated that often it is absent in the presence 
of gangrenous intestine. Laboratory studies usually 
reveal leukocytosis, and x-ray examination, a di- 
lated loop of bowel on the right side of the abdomen 
with a hairpin turn at the center. On barium enema 
examifation, an “ace of spades” deformity is de- 
scribed at the point of obstruction. 

Patients should be treated preoperatively by 
gastric intubation, suction, intravenous fluids, and 
antibiotic therapy. On surgical exploration, resec- 
tion of the bowel with primary anastomosis or a 
Mikulicz type of resection is preferable. Conserva- 
tive untwisting of the obstructed loop usually is 
unsatisfactory. 

Of the four patients reported, two died in the 
immediate postoperative period, and one on the 
nineteenth postoperative day of generalized peri- 
tonitis apparently resulting from the initial vol- 
vulus. One treated conservatively died of perfora- 
tion of a gangrenous area of the sigmoid. The 
authors emphasized early diagnosis and treatment 
of volvulus if the present high mortality rate is to 
be lowered. (Am. Surgeon, 18:1101, 1952.) 


Fistula Cancer 


Tue development of carcinoma in fistulous tracts of 
the anal canal has been reported by many authors. 
Rundel and Hales investigated the mode of develop- 
ment of this tumor and reported an additional case. 
Since the upper half of the anal canal is lined with 
the same type of mucosa as the rectum, the pre- 
dominance of a mucoid type of carcinoma indicates 
that the majority of such lesions originate in the 
mucosa at or near the internal opening of the fistula. 
Growth and spread is then almost entirely outward 
and downward. Upward spread is extremely un- 
usual. Cancer cells may also be implanted in a 
fistula from a growth higher up in the rectum or 
sigmoid, indicating the importance of sigmoido- 
scopic examination in all cases. 

In most instances there is a long history of peri- 
anal sepsis followed by the development of a growth 
in the ischiorectal fossa. Ulceration is produced by 
fungation of the growth with excoriation, and ter- 
minally enormous fungating masses appear involv- 
ing both buttocks. Metastasis to the superior hem- 
orrhoidal lymph nodes has not been demonstrated 
in these fistula cancers. The inguinal nodes are sel- 
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dom involved. The accent is more on local malig- 
nancy with local recurrence. 

Based upon these conclusions, the authors have 
outlined a method of operative excision including 
removal of the whole of the contents of both ischio- 
rectal fossae with overlying skin. The dissection 
should overlap the gluteus maximus, and anteriorly 
it is carried to the base of the triangular ligament. 
The height to which the bowel is removed is of less 
importance than the breadth of the incision low 
down. Treatment of inguinal lymph nodes depends 
upon whether or not they are enlarged clinically. In 
the absence of such enlargement, the authors prefer 
irradiation. (Ann. Surg., 137: 215, 1953.) 


Bronchiectasis Following Lung Resection 


Ertincer, Bernstein, and Woods have shown that 
postoperative bronchiectasis may be traced in many 
instances to bronchiectasis that existed preopera- 
tively but was not recognized because of inadequate 
bronchograms. However, there are cases in which 
bronchiectasis actually develops postoperatively in 
areas not previously involved. In these cases the 
development of bronchiectasis is due mainly to 
postoperative complications, such as atelectasis and 
pleural disease. Bronchial rearrangment after pul- 
monary resection is rarely responsible for post- 
operative bronchiectasis. (Radiology, 59:668, 1952.) 


Carbon Dioxide for Cerebral Anoxemia 


PatieNTS with hypertension and patients with 
cerebral arteriosclerosis often develop recurrent, 
transient periods of dizziness, weakness of an ex- 
tremity, or aphasia that suggest focal cerebral 
anoxemia. Carbon dioxide is probably the most 
effective and prompt dilator of cerebral arteries. 
Johnson observed that the expired air of a patient 
contains a high concentration of CO, and that 
rebreathing into a paper bag has the same effect in 
overcoming cerebral anoxemia as inhalation of 6 
per cent carbon dioxide. He carried out this pro- 
cedure successfully on nine patients whose recur- 
rent symptoms suggested episodes of transient cere- 
bral ischemia. Each patient was instructed to carry 
a paper bag with him at all times. Therapy was 
instituted by the patient at the first suggestion of his 
characteristic symptom. Five to ten forced breaths 
into the paper bag, requiring fifteen to thirty sec- 
onds, were suflicient to relieve symptoms which 
would otherwise have persisted for minutes or 


hours. (New England J. Med., 248:194, 1953.) 


Limitations in Clinical Use of Banthine 


In AN effort to evaluate the clinical use of Banthine 
for peptic ulcer, Rauch and Bieter treated fifty-two 
patients over a two-year period. All showed an ulcer 
crater at the onset of therapy. 

In all instances roentgenologic examinations of 
the stomach and duodenum were performed im- 
mediately preceding the beginning of treatment, 
six weeks later, and at varying intervals thereafter. 
Dosages of 50 to 100 mg. fifteen minutes before 
meals and on retiring, for a total of 200 to 400 
mg. per day, were administered. The size of the 
dose was not reduced until the ulcer was reported 
inactive on roentgen examination. It was then 
gradually reduced to maintenance levels of about 
200 mg. daily. If evidence of recurrence appeared, 
the dose was increased to a higher level. 

Twenty-three of the fifty-two patients were main- 
tained successfully on Banthine, five improved, but 
twenty-four were regarded as therapeutic failures. 
In 65 per cent of the series, a change in the x-ray 
appearance of the ulcer occurred from an active 
crater to a deformity with no evidence of activity. 
The most effective dosage was found to be 100 mg. 
four times daily, but adverse side reactions occurred 
in 66 per cent of the patients studied. In four in- 
stances severe upper gastrointestinal hemorrhage 
or obstruction occurred while patients were on 
maintenance dosages of the drug. 

The authors concluded that, although an im- 
portant addition in the treatment of ulcer patients, 
Banthine proved to be insufficient as the sole form 
of therapy in most patients. Except in mild 
cases they recommended that it be used only in 
conjunction with other time-honored forms of ulcer 
management. (Surgery, 33:21, 1953.) 


Coarctation of Aorta in Infancy 


Rocers, Rudolph, and Cordes reported two cases of 
coarctation of the aorta occurring in infancy. The 
diagnosis of this congenital defect in infancy de- 
pends on the knowledge that it produces heart 
failure at an early age and that pulsations in the 
femoral artery may be absent. The roentgeno- 
graphic examination of the thorax in cases of coarc- 
tation of the aorta in infants may be misleading, 
since marked cardiac enlargement may suggest an 
intracardiac lesion rather than coarctation of the 
aorta. Disturbances of cardiac rhythm and conduc- 
tion may be associated with this anomaly. (Am. J. 
Med., 13:805, 1952.) 
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X-ray Examination for Hematemesis 


ZAMCHECK and his associates evaluated the safety 
and accuracy of early x-ray examination of 123 
patients with massive hematemesis or tarry stools 
or both. The initial roentgen examinations were 
performed as soon after admission as the patients 
could be prepared. Seventy-four were examined 
within two days after admission, and the remainder 
were examined within seven days. The results of 
the emergency x-ray examination were compared 
with subsequent roentgen, gastroscopic, and esoph- 
agoscopic examinations. 

The authors concluded that emergency roentgen 
examinations of the gastrointestinal tract were reli- 
able and that extensive examinations could be per- 
formed with safety. In no case was the emergency 
examination clearly responsible for subsequent 
severe bleeding. (Am. J. Med., 13:713, 1952.) 


Multiple Primary Cancers 


VaRIOUS reports in the literature on the incidence of 
multiple primary cancers have concluded that such 
lesions arise more frequently than would be expected 
by chance alone. In a careful evaluation of nearly 
4,000 primary malignant neoplasms of the stomach, 
uterus, breast, large intestine, and hematopoetic 
system, Mider and his co-workers concluded that 
individuals whose first cancers are treated success- 
fully have neither greater nor less chance of devel- 
oping another primary lesion in a different organ or 
tissue, except when the first tumor involved breast 
or colon. Then the risk of developing a second pri- 
mary cancer is distinctly increased. 

The problem of differentiating a second primary 
lesion from invasion or local metastasis of the orig- 
inal tumor is obvious. In a group of patients with a 
previous history of cancer of the large bowel, forty 
developed secondary tumors, whereas only five 
might be expected to do so on the basis of tumor 
incidence in general. This indicates a much higher 
than normal likelihood of the development of a 
secondary primary lesion in patients with carcinoma 
of the large intestine. The authors emphasized that 
although in other parts of the body than breast and 
large intestine the likelihood of the development of 
a second primary cancer is no greater than might be 
expected in a noncancerous individual, neverthe- 
less, the presence of cancer in one organ does not 
confer any degree of immunity against the develop- 
ment of cancer in another. 

They also warned that in patients with malignant 
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disease, the development of any other abnormality 
is likely to be explained on the basis of the original 
cancer. They suggested that the time-honored cus- 
tom of trying to fit all the patient’s symptoms into 
one disease be re-examined, since it is better to per- 
form an exploratory operation to confirm the pres- 
ence of metastatic or recurring cancer than to 
assume that such a sequence of events has occurred 
in a patient who may have a new, relatively small 
tumor which is resectable. (Cancer, 5: 1104, 1952.) 


Depressions During and After Gestation 


DurinG pregnancy and childbirth, depressive re- 
actions are frequently initiated in especially pre- 
disposed women, according to a recent account by 
Wayne. The author stated that certain pathophysio- 
logic changes may influence these depressive reac- 
tions, such as hormonal changes and imbalances, 
the elaboration of toxic products, nutritional dis- 
turbances, and physical exhaustion resulting from 
pregnancy. However, the underlying cause usually 
lies in the early family background. 

It has been stated in the past that every person 
unconsciously wants to be an only child. Ordinarily, 
character maturation has developed sufficiently, by 
the time of marriage and pregnancy, to enable 
women to handle problems of rivalry. Still, special 
situations may tend to fix and consolidate the 
infantile need to occupy the center of the stage. The 
author described four cases which illustrate his 
contention that the depressive reaction represents 
a demand for exclusive care and affection. 

The depression, which often begins during the 
last trimester of pregnancy, may require hospitaliza- 
tion within a few weeks after delivery when, as the 
baby is brought home, the husband’s affection is 
divided between infant and mother. Such patients 
are happiest when their husbands provide addition- 
al mother-like care. 

Two forms of treatment, namely, psychotherapy 
and electroconvulsive therapy, have been utilized. 
Psychotherapy should be aimed toward the area of 
selfishness, difficulties in giving and sharing, etc. 
Emotional imbalance observed early in pregnancy 
can sometimes be treated effectively, and severe 
pathologic reactions avoided. 

As in other depressed states in which a strong 
suicidal trend or intense agitation is present, or 
where the symptomatic picture prevents effective 
psychotherapeutic relationship, shock therapy may 
be effective. This method of treatment apparently 
produces improvement by (a) draining off some 


anxiety through intense physical exertion, and (b) 
the allaying of guilt through a feeling of being 
punished. Hormonal therapy and nutritional aids 
may also be of value in an ancillary role to re-es- 
tablish physiologic equilibrium. (Am. J. Obst. & 
Gynec., 64:1282, 1952.) 


Tuberculosis Control in Hospital Personnel 


Riccins reports that infection rates of primary 
tuberculosis are much higher for students of nursing 
and medicine and certain other exposed hospital 
personnel (especially laboratory workers) than for 
young adults working in a nonexposed hospital 
environment or for young adults working outside 
of hospitals. Tuberculosis mortality rates, however, 
among this exposed population are extremely low 
despite the higher incidence of infection. This is 
most likely due to earlier diagnosis and treatment. 

An adequate general health program for all hos- 
pital personnel is necessary. This should include 
pre-employment, subsequent, and periodic tuber- 
culin testing and chest x-ray examinations; simple 
but effective precautionary measures; BCG vac- 
cination for certain vulnerable and exposed person- 
nel; and chest x-rays for all hospital admissions. 
The author believes that with such a program it is 
possible to reduce the risk of tuberculosis to a de- 
gree that is little greater for hospital personnel than 
for young adults in the general population. (Am. 
Rev. Tuberc., 67:74, 1953.) 


Hemopericardium Without Cardiac Rupture 


ANDERSON, Christensen, and Edwards report three 
cases of acute myocardial infarction complicated 
by hemopericardium, but without rupture of the 
myocardium or of a coronary artery. The hemo- 
pericardium occurred on the basis of an organizing 
fibrinous pericarditis which was secondary to acute 
transmural myocardial infarction. One of the three 


patients was receiving bishydroxycoumarin. (Arch. 
Int. Med., 90 :634, 1952.) 


Alkalosis Due to Heart Failure 


CERTAIN patients with congestive heart failure who 
are treated with mercurial diuretics may become 
refractory and no longer respond to mercurials as 
a result of an electrolyte imbalance. In these pa- 
tients the restoration of normal electrolyte balance 
is associated with a renewed response to mercury. 
Stapleton and Harvey report four cases of acid- 


base disturbance, following mercurial diuresis, 
known as hypochloremic alkalosis. 

In addition to progressive, refractory cardiac 
decompensation, the patients have anorexia, naus- 
ea, weakness, apathy, and sometimes mental aber- 
ration. The pattern of this syndrome consists 
of low serum chloride, elevated carbon dioxide com- 
bining power, with alkalosis and a normal serum 
sodium. 

Once the diagnosis is established, use of mer- 
curials is stopped. Large doses of chloride in the 
form of acid salts, such as ammonium chloride or 
calcium chloride, should be used. Ten per cent 
hydrochloric acid, U.S.P., may be used to supple- 
ment ammonium chloride in doses of 5 cc. in a full 
glass of water, four times daily, sipped through a 
glass straw. (Arch. Int. Med., 90:425, 1952.) 


Intralobar Sequestration of Lung 


INTRALOBAR sequestration of the lung refers to that 
condition associated with the presence of an 
anomalous systemic artery to the lung, accompa- 
nied by congenital cystic pulmonary abnormalities. 
Wyman and Eyler report seven cases with this con- 
dition in which the pulmonary abnormality con- 
sisted essentially of bronchogenic cyst formation 
within a lower lobe. There was no direct communi- 
cation between abnormal lung and the bronchial 
tree of the involved lobe. In all instances the vascu- 
lar anomaly consisted of a pulmonary artery arising 
from the thoracic aorta or from below the dia- 
phragm. 

The distinguishing roentgenologic features of 
this entity are the presence of a mass-like lesion in 
a lower lobe from which a tapering projection is 
directed medially and downward toward the aorta 
where it pierces the diaphragm, and in the patients 
with infection as the outstanding feature, thin- 
walled cyst or cysts in the posterior basal portion 
of a lower lobe. (Radiology, 59:658, 1952.) 


X-ray Therapy for Cancer of Lung 


Wuenever possible, surgical excision should be 
performed for cancer of the lung. However, the 
bronchiogenic carcinoma has often extended and is 
beyond the limits of surgical cure. Burnett and his 
co-workers report a case of unresectable bronchio- 
genic carcinoma treated by x-ray irradiation. The 
patient was alive and apparently well seven years 
after treatment was instituted. (New England J. 
Med., 247 :850, 1952.) 
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Iuformation Please 


Peptic Ulcer from Butazolidin 


Q. In staffroom conversation it appears that many physicians in our 
community are seeing peptic ulcers in patients on therapy with 
Butazolidin. Is this a widespread experience? Is this being re- 
ported in the literature? How great a hazard is it? 

A. Peptic ulcer may be seen to develop following 
Butazolidin therapy. It is uncertain whether or not 
the ulcers which develop are reactivations of old 
ulcers or the formation of new ones as a result of 
this treatment. 

Very little literature is available on this point as 
yet. The hazard is sufficiently great that no patient 
who has had a peptic ulcer should receive Butazoli- 
din in our opinion. 

Additional comment will be found in an editorial 
that appeared in GP for February, 1953. 


Trichomoniasis in Males 


Q. What is the treatment for trichomonas in the genitourinary 
tract of the male? 

A. Concerning the treatment of trichomoniasis 
in the male, the only really enthusiastic report that 
we have seen was that of McVay, Evans, and Sprunt 
in the Southern Medical Journal, volume 44, page 
1,123, 1951. These authors gave 3 Gm. of aureomy- 
cin a day for three days and then 2 Gm. a day for 
four days and reported that ten of their eleven pa- 
tients were cured. 


Occupational Furunculosis 


Q. My patient, during his work, is constantly exposed to fluorescent 
minerals used in cold cathode lighting (fluorescent neon signs). 
Recently he has had several attacks of furunculosis. Could there 
be any relationship? Are there any occupational hazards? 

A. There is no relationship between the metals 
used in making fluorescent neon signs and furuncu- 
losis. However, abrasions and wounds of the skin 
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that may be of any occupational origin may become 
infected and cause furuncles which under such cir- 
cumstances can be said to be occupationally ac- 
quired. 

Berylliosis was a hazard in the manufacture of 
fluorescent lamps, but beryllium has now been 
eliminated from the “phosphor” mixture. 


Treatment of Meningococcus Carrier 


Q. Recently | treated a child for meningococcemia. Cultures from 
the nasopharynx of the child’s mother yielded meningococci, al- 
though she felt perfectly well. In a case like this, what should be 
done for the “carrier"? 

A. It is extremely unlikely that the mother or 
other members of the family would develop a gen- 
eral meningococcal infection. It is probable that 
other members of the family harbored meningo- 
cocci in the nasopharynx. To be absolutely certain, 
sulfadiazine in the dosage of one gram twice daily, 
for two to three days in each carrier, would have 
eradicated temporarily the meningococci from the 
upper respiratory passages. 


Repository Penicillin 


Q. | would like to know the most effective repository brands of 
penicillin for different infections, that is, if one brand is more 
effective than any other. 

A. There is no “most effective brand” of reposi- 
tory penicillin. There are several types of prepara- 
tions each with its own advantages and disadvan- 
tages, and some are produced or distributed by 
more than one manufacturer. The original reposi- 
tory preparations of salts of penicillin in beeswax 
and peanut oil are no longer recommended. 

The preparations most widely accepted consist of 
procaine penicillin-G, either in simple aqueous 
suspension or with oil and aluminum monostearate 


added. The latter gives lower blood levels but these 
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persist longer and it yields a higher incidence of 
sensitization reactions. Some preparations contain 
crystalline potassium penicillin-G in addition, usu- 
ally in a proportion of 1 part to 3 of the procaine 
penicillin; the object is to yield some rapid absorp- 
tion of the potassium salt in addition to the slow 
absorption of the procaine penicillin. Unfortunately, 
the brand names of different manufacturers do not 
always clearly indicate the contents of the products. 

Recently, the diethylaminoethyl ester of peni- 
cillin-G (Neopenil) has been introduced; this is a 
repository preparation which gives higher penicillin 
levels in lungs and sputum and also in certain other 
organs, as compared with procaine penicillin and 
may be advantageous in susceptible respiratory 
infections. 

Most manufacturers are striving to develop their 
own patentable preparations or modifications. Bi- 
cillin and Compenamine are results of such efforts. 
Both are said to give prolonged blood levels and the 
latter to give fewer allergic reactions; the advantages 
of these preparations, however, have not yet been 
adequately authenticated. 


Prevention of Hepatitis 


Q. How must instruments be sterilized—when intended for use in 
wounds, or to scratch, cut, or penetrate the skin—so that the virus 
of hepatitis will not be spread from one patient to another? 

A. Instruments to be used as indicated in the 
question must be sterilized in the autoclave. The 
viruses causing both infectious hepatitis and serum 
hepatitis are unusually resistant to heat and to 
chemical disinfectants. The use of alcohol, chemical 
disinfectant solution, and even boiling, is not 
adequate. 


Conization of Cervix 


Q. In a recent article on the use of conization in chronic cervicitis, 
recommendations were made concerning the temperature used for 
cutting and coagulating. These were expressed in terms of the 
Birchter machine. Since bleeding postoperatively has been a 
problem, | am quite anxious to apply these principles. However, our 
hospital has a large Bovie unit and | should like to know what cur- 
rent should be used for cutting and coagulating as expressed with 
this machine. 

A. To avoid postoperative bleeding it is recom- 
mended to perform conization shortly after the 
menstrual period in order to give the cervix suffi- 
cient time to heal before the next cycle. 

With the Bovie unit the cutting current is set be- 
tween 40 and 50. The current is turned on, the 
electrode advanced into the canal, and the loop 
slowly rotated through a complete circle. Ordinarily 


there will not be much bleeding. However, if bleed- 
ing does occur, coagulation should lightly be applied 
to actively bleeding areas. Following conization the 
cervix is to be packed with oxycel. 


Prevention of Urinary Calculus 


Q. What measures can be taken to prevent recurrence of renal 
calculus composed of ammonium urate and xanthine? 

A. Renal calculus composed of ammonium urate 
and xanthine would form in an alkaline urine. Such 
stones can be dissolved if the urine is rendered con- 
stantly acid by the administration of an agent such 
as ammonium chloride. However, along with such 
an agent one should prescribe large amounts of 
water so that the urine is kept dilute. The prolonged 
administration of ammonium chloride will have 
some tendency to cause bone resorption and in- 
crease calcium excretion, but as long as the urine is 
kept dilute there will be very little difficulty. I am 
not sure that we know much about the preventive 
side of such a program, but the probabilities are 
that an acid-ash diet and the ingestion of ten or 
twelve glasses of water a day would keep the urine 
sufficiently acid and dilute at most times, so that 
the recurrence of such stones would not have to be 
considered as a likely hazard. 


Antihistaminic Drugs with Vaccines 


Q. Can the local and general reactions from such vaccines as 
typhoid be reduced by administration of an antihistaminic? Will 
this lower the level of immunity developed? 

A. It is not definitely known whether antihista- 
minic drugs will appreciably reduce the local reac- 
tion of typhoid and other vaccines. In some there 
may be slight amelioration of the erythema and 
tenderness. Pyrexia is not appreciably reduced by 
these drugs. There is no evidence that such medi- 
cation will interfere in any way with the develop- 
ment of immunity. 


Treatment of Baldness 


Q. Is there any foundation to the claim that injections of a derma- 
tropic hormone obtained from the anterior lobe of hog pituitaries 
have stimulated hair growth in bald patients? This was reported 
in Drug Topics as having been done by over fifty physicians, ac- 
cording to Theodore H. Roberts of United Research Laboratories, 
Philadelphia. 

A. We do not know of any evidence to support 
the claim that injections of a dermatropic hormone 
obtained from the anterior lobe of hog pituitaries 
have stimulated hair growth in bald patients. 
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Business and Economits 


MINE WORKERS SERVED BY UNIQUE HEALTH PLAN 


BY RUTH Q@. SUN 


A tot of doctors across the nation—almost 8,000 of 
them—have drawn checks from the United Mine 
Workers Welfare and Retirement Fund in the last 
four years. They’re physicians who have been treat- 
ing sick and disabled miners and their dependents 
under the union’s $50-million-dollar-a-year medical 
program set up in 1946 when the Fund was created. 

**We think we may evolve a fair answer to social- 
ized medicine,” says Dr. Warren F. Draper, Exec- 
utive Medical Officer of the Fund. According to a 
recent survey of the Federal Social Security Admin- 
istration, this far-flung medical care program tops 
all comparable voluntary health plans in the nation 
in percentage of revenues paid out in benefits, with 
97.1 per cent of the income of the Fund’s medical 
and hospital program being returned on services of 
that nature. This is a higher percentage of every dol- 
lar collected than is paid back by any other plan 
with the exception of some university-subsidized 
student health programs. (Blue Cross benefits re- 
turn 90 per cent, and commercial group insurance 
89 per cent, according to the same survey.) 

Here is how it works. 

In 1946, after seventy years of attempts to get 
benefits written into wage agreements, the goal was 
achieved, with coal operators agreeing to make a 
five-cent royalty payment on each ton of coal mined. 
It was an epoch-shattering agreement. The amount 
has been raised annually since then, is now forty 
cents a ton, as of November, 1952. Since the United 
States turns out six to seven tons of coal per day per 
miner because of improved mechanization, the total 
UMW Welfare and Retirement Fund since its in- 
ception has handled over a half billion dollars. (In 
England, under the Labor Government, coal mines 
produced only about one ton per man per day.) 
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“This plan . . . is not socialized medicine. This plan 
contemplates the purchase of the services of the med- 
ical profession and establishes the best possible serv- 
ice at a fair and just cost. That is free enterprise.” 


The Welfare and Retirement Fund belongs ex- 
clusively to miners in the bituminous (soft coal) 
industry. Anthracite (hard coal) production is less 
than a tenth that of bituminous, and its fund, 
amounting to something over a million dollars a 
month, is handled as the Anthracite Health and 
Welfare Fund at Hazleton, Pa. 


Spending Almost Equals Collections 


During the last fiscal year, Fund collections to- 
taled $126,504,000, with expenditures for all bene- 
fits, including medical and hospital care, hitting 
$126,338,000. The medical and hospital program 
accounted for $50,000,000, of which roughly one- 
third went for hospital services and two-thirds for 
physicians’ services. 
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“The cost of production of a ton of coal should 
include a sum to cover the wearing out of men who 
work in the mines, just as industry includes a sum 
to replace wornout machinery,”” UMW chief John 
L. Lewis has said in explaining the philosophy be- 
hind the Fund. ‘‘The cost of a ton of coal should 
include all production cost, which includes the 
wearing out of men. Mine owners put their wornout 
mules to pasture.” 

The Department of Labor puts coal mining near 
the top of all hazardous occupations, and cites a his- 
tory of 572 major disasters (those in which five or 
more are killed) for the industry. According to the 
U.S. Bureau of Mines, an average of seven men was 
killed on every work day between 1900 and 1950 
in the bituminous mines. 

First official Fund act was payment of thousand 
dollar death benefits to relatives of 111 victims of 
the Centralia, Ill., mine explosion in March, 1947. 

The Fund’s medical staff then set to work on an 
estimated backlog of some 50,000 miners who had 
been incapacitated by accident or disease. They 
placed many in private hospitals, making the best 
financial arrangements possible, and keeping the 
patients for as long as necessary. Emphasis, of 
course, was on rehabilitation of the men, and within 
a few months most civilian rehabilitation centers in 
the country which were prepared to take them were 
overtaxed. Some of the paraplegics, amputees, 
arthritics, and others severely disabled were sent to 
the New York University Institute of Physical Med- 
icine and Rehabilitation, where their dramatic im- 
provement prompted this statement from the clin- 
ical director: “The UMWA Welfare Fund has not 
only provided the impetus for expanding facilities 
for practicing physical medicine and rehabilita- 
tion, it has provided the physical proof of what new 
techniques could accomplish with so-called ‘hope- 
less cases,’ and has created interest among the 
medical profession in all parts of the country.” 


Advances in Physical Medicine Aided 


New treatment for miners marked a milestone in 
American medicine because it gave immense im- 
petus to a new specialty recognized by the American 
Medical Association, physical medicine. In a short 
time, through the A.M.A.’s assistance, the first De- 
partment of Physical Medicine, complete with spe- 
cialists in physical medicine, physical therapists, 
and vocational-rehabilitation specialists, to be estab- 
lished in any hospital in the country, was set up 
in Gallinger Hospital, Washington, D.C., as a 


demonstration project. Its results, too, were dramat- 
ic. Fourteen paraplegics who had been in the hospi- 
tal two years or more were discharged within a year. 
Hospital time was cut in half for orthopedic pa- 
tients, and those with heart ailments and brain in- 
juries were given exercises within a few days of ad- 
mission. The saving of time effected meant money 
saved to both hospital and patient. 

Fund patients also use the Kessler Institute for 
Rehabilitation in Newark, N.J., and the Kabat- 
Kaiser Institutes for Neuro-Muscular Rehabilitation 
at Vallejo and Santa Monica, California, as well as 
other sanitaria. 

Key to the medical phase of the program has al- 
ways been co-operation of local doctors, both spe- 
cialists and general practitioners. The Fund has 
always maintained a sound working relationship 
with the American Medical Association, from the 
national to the county level. Mutual problems have 
often been worked out between State medical soci- 
eties and the Fund. One such state group has even 
suggested that medical bills be gauged to the annual 
salary of the miner rather than to the approximately 
$150,000,000 a year the Fund takes in. 

No schedule of medical fees has ever been set up 
by the Fund. It always stipulates that medical care 
be of the highest quality, at the most reasonable 
cost for which such service can be obtained. Physi- 
cians, on their part, know that the accounts are 
good and that there will be no collection loss. 
“There is no fixed limitation set on cost of hospital 
and medical care, and patients are cared for as long 
as is deemed necessary,” says Dr. Cecil A. Z. 
Sharp, Medical Program Administrator for the St. 
Louis area. 

Medical care for the miners—and for their de- 
pendents who also come under the plan—starts with 
the local doctor and with local hospitals. The Fund 
does not cover routine home and office care, but it 
pays the hospital bill and pays the doctor for medi- 
cal, surgical and obstetric care in the hospital. 
Some payments (appendectomy, delivery) are on a 
customary flat fee basis. The Fund does ask doctors 
to bill as moderately as possible, and to supply a 
cash discount when customary. 

In hospital, miners use less expensive accommoda- 
tions where possible, but those that will fill their 
needs. Special nurses are generally avoided, though 
the Fund will pay for them when their need is de- 
fined. Nursing care runs only about one per cent of 
the budget. In some hospitals the Fund maintains a 
per diem rate and the hospital places the patient in 
a room according to his needs. 
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Family Doctors Provide Most Treatment 


Most hospital care is in the small local hospital 
and is provided by the local family doctor. Diagnosis 
and treatment by specialists is provided, however, 
if the family doctor wishes it, and there are allow- 
ances for consultation. The specialist sees the pa- 
tient only on referral and then sends his report to 
the family doctor. If necessary, the specialist can 
treat the patient himself, or can recommend treat- 
ment to the family doctor. 


Such ease of referral makes it simple for the gen- 


eral practitioner to get the advice of a consultant 
and, at the same time, assures the patient of the best 
possible care. The whole financial aspect is removed 
from the patient and the doctor, and taken over by 
the Fund, whose sole interest is to get the patient 
well, with definite diagnosis and therapy, at reason- 
able cost. 

During the first quarter of 1952 the Fund used 
881 hospitals, of which 692 were in mining com- 
munities. More than half the service (55.5 per cent) 
was provided in hospitals of more than one hundred 
beds. 

Because the Fund has sensed that competent and 
well-qualified physicians cannot be induced to prac- 
tice in areas where proper hospital facilities are not 
available, arrangements are now being made to estab- 
lish hospitals in areas where the most desperate 
need of them exists—in mining towns of Kentucky, 
Virginia and West Virginia. Local physicians and 
state medical societies are being consulted for 
methods of staffing and operation that will insure 
the highest type of medical and hospital service 
available under existing conditions. 

In 1951 and 1952, the Fund tried to provide den- 
tal care through referral of the patient by the gen- 
eral practitioner to a dentist. But the results were 
unsatisfactory and the service was dropped. For the 
same reason, the Fund no longer provides for tonsil 
and adenoid operations. Nor does the Fund make 
automatic referrals on psychiatric care. Special ar- 
rangements are made for such care if it is short- 
term, but long-term custodial psychiatric care is 
provided by the state. The Fund attempts not to 
duplicate any service normally the province of the 
state or of any other agency. 


Ten Area Offices Serve 142 Million Under Plan 


The Health Service part of the Fund, under Dr. 
Draper, a retired two-star general, has its head- 
quarters in Washington, D.C., and is then broken 
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Victims of the industry are no longer compelled 
to live out their lives as helpless cripples and 
charity recipients. New methods of rehabilita- 
tion restore them as useful citizens to society. 


down into ten area offices, each in charge of a physi- 
cian, nearly all of them Public Health men, and all 
with administrative backgrounds. These area offices 
are located in Charleston, Morgantown, and Beck- 
ley, West Virginia; Louisville, Kentucky; Birming- 
ham, Alabama; Knoxville, Tennessee; Pittsburgh 
and Johnstown, Pennsylvania; St. Louis, Missouri; 
Denver, Colorado. In addition to doctors on its 
staff, each area office has an administrative assistant, 
rehabilitation worker, and a public health nurse. 

The Fund has a list of participating doctors and 
hospitals in each area—in the St. Louis area alone 
there are 800 doctors and 130 hospitals on the list. 
Special approval must be obtained to use a doctor or 
hospital not on the approved list. The Fund supplies 
its doctors with its own billing form, in triplicate. 
The doctor sends the first two copies in to the 
area office and keeps the third. The area office okays 
these two copies, sends one along to the fiscal de- 
partment in Washington, where all bills are paid in 
ten-day periods. 

Each miner carries with him a small card, called 
an 85-HS, containing his name, Social Security 
number, local union number, wife’s name, names of 
dependents, and signatures of local union officers. 
It is his Open Sesame to Fund benefits. 

If a dependent is 18 or over, his name must be 
preceded by a star to designate his eligibility for 
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“In this work . . . eminent figures of the American 
medical world are coming to understand the value 
of this great arrangement in our industry, and are 
extending their co-operation and helpfulness to make 
it the most successful of any plan in the country.” 


benefits. The dependent is defined as a father, 
mother, brother, sister, or child of a miner or his 
wife, who has lived under the roof with the miner 
for twelve months, and is wholly supported by the 
miner. 

With broken bodies so frequently the price ex- 
torted by work in the mines, it is perhaps not sur- 
prising that two thousand applications for rehabili- 
tation were received from one six-state area in the 
past year. The Fund looks upon rehabilitation as 
more than mere medical correction. Its goal is com- 
plete mental adjustment, too, and the restoration of 
the patient to some form of gainful employment. It 
has co-operated with conference clinics intended to 
educate employers in the use of rehabilitated men. 


Total Program Serves All Areas of Need 


Health Services represent one segment of an over- 
all five-point Fund program. The others are Pen- 
sions; Rehabilitation and Maintenance Aid Cash 
Benefits; Aid to Widows, Dependent Children and 
Orphans; and Administration. 

Pensions consume about forty per cent of the 
total Fund. Under present provisions, the miner 
gets $100 a month at age 60 if he has put in twenty 
years of service during the thirty years immediately 
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preceding this application. This service can be in- 
dustry-wide—he need not have worked for the same 
company for the twenty years. His retirement at age 
60 is not forced, and the Social Security which he 
draws at 65 is extra. 

The Health Service Plan and the Pension Plan 
are the two strongest parts of the general Fund. 

Cash aid benefits are less and the miner depends 
on state aid, workman’s compensation, etc., for as- 
sistance during a sickness or rehabilitation period 
resulting from his employment, but the Fund will 
supplement these moneys, if they are not sufficient, 
to bring the total income to thirty dollars a month, 
with an additional ten dollars for the wife, and ten 
dollars for each dependent child. 

A funeral expense benefit of $500 is paid from the 
Fund to a widow or to surviving dependents, in 
addition to a Widows’ and Survivors’ Benefit of 
$500. The Widows’ and Survivors’ Benefit will be 
paid in ten installments of $50 a month, regardless 
of income, beginning with the first of the month 
following approval of the Funeral Expense Benefit. 
If the miner leaves no dependents, a sum of up to 
$350 is paid for funeral expenses. Pensions are not 
paid to widows, but maintenance aid benefits will be 
paid to widows over 50 years of age in the maximum 
amount of thirty dollars per month, plus ten dollars 
for each dependent child. Widows under 50 get no 
widows’ assistance unless they have dependent chil- 
dren living with them, in which case they too are 
eligible for thirty dollars per month, plus ten dollars 
for each dependent child. However, income from 
any other source is deducted from these sums. Pay- 
ments to orphans are made in the amount of twenty 
dollars per month to the oldest child, plus ten dol- 
lars a month for each additional child living in the 
same household. Such payments are made to the 
children’s guardian. 

There is also a special disaster service, set up at 
the time of the West Frankfort, Ill., mine disaster at 
Christmas time of 1951. Disaster teams, sent out 
from Washington headquarters, get data on sur- 
vivors’ needs and debts, and give immediate cash to 
cover immediate needs. These payments may be 
supplemented later. 


Low Operating Costs Make Possible Big Benefits 


Operating costs of the Fund have been kept to 
three per cent of benefit expenditures, which ac- 
counts for the high return possible to workers and 
their families. 

This extraordinarily high percentage of funds 
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channeled into a broad program of medical care il- 
lustrates what can be done by a tightly-knit organi- 
zation unhampered by red tape,” says Dr. Draper. 
**It shows that administrative costs can be minimized 
if you know the needs of the people you serve and 
have experienced personnel to meet those needs. 
Miners, through their own toil, are producing better 
treatment for themselves and their families. We in- 
tend to make it even better as new techniques and 
new facilities are developed or become available. All 
this entails a realistic willingness to collaborate with 
organized medicine, as well as with various federal 
and state agencies charged with improving the 
health and welfare of the American people. If, in 
serving and enhancing the lot of over a million and 
a half beneficiaries, we can open new vistas for 
others, then we are indeed grateful for the oppor- 
tunity afforded us in the Welfare Fund.” 

The United Mine Workers Welfare and Retire- 
ment Fund is an irrevocable trust which is set up 
to be administered by three trustees who have ab- 
solute discretion over it. At present the trustees are 
John L. Lewis, chairman, representing the union; 
Josephine Roche, Executive Director, and neutral 
trustee; Charles A. Owen, representing the bitu- 
minous coal operators. 


Bright Future Under Free Enterprise Plan 


More than 100,000 men have been killed in the 
coal industry in the United States, and more than 
two million have been injured in it. The picture for 
the future may be a little brighter. Where miners 
formerly went into the mines between the ages of 
eight and fourteen, they must now be eighteen before 
they descend into the pits. 

And, in the last fiscal year, 366,650 benefits were 
received from the Fund by its 1% million benefi- 
ciaries. Such benefits ranged from medical care to 
retirement annuities. 

Last January a 52-year-old Pennsylvania miner 
who had dug coal for forty years became the 500,000th 
patient admitted toa hospital through the Fund. The 
Fund is now caring for around 800 paraplegics, the 
most difficult cases on their rolls, most of whom 
were injured in mine accidents. These men, under- 
going rehabilitation, are kept after to ensure their 
complete rehabilitation. If they refuse to co-operate, 
their grant is withdrawn. If they work with those 
laboring to assist them, their reward is health, self- 
confidence, and a return to some form of gainful 
employment. 

At the same time, as Dr. Draper has pointed out, 
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The Fund is now caring for around 800 paraplegics, 
the most difficult of all cases, all the results of mine 
accidents. If they work with those laboring to re- 
habilitate them, their reward is health, self-con- 
fidence, and a return to some form of employment. 


there is need for the application of public health, 
preventive medicine, and health education through- 
out the coal fields. Such measures are, for the most 
part, only in their incipiency, or almost entirely 
lacking. 

Addressing the 41st convention of the United 
Mine Workers’ Constitutional Convention last Oc- 
tober, John L. Lewis stated : ‘This plan of the United 
Mine Workers is not socialized medicine. This plan 
contemplates the purchase of the services of the 
medical profession and establishes the best possible 
service at a fair and just cost. That is free enterprise. 
That is not socialized medicine. And in this work, 
more and more as the days go by, the eminent figures 
in the American medical world are coming to under- 
stand more and more the value of this great ar- 
rangement in our industry, and more and more are 
extending their co-operation and their helpfulness 
to make it the most successful of any plan in the 
country.” 


Because, in the opinion of GP, the United Mine Workers’ 
Medical Fund constitutes one type of answer to socialized medi- 
cine, and because there exist among the medical profession many 
misconceptions as to what the Fund is and how it operates, we 
have run here, in the interests of clarification, an objective 
account of the Fund and its operation. Neither approval nor 
disapproval is intended. — PUBLISHER 
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PHOTOGRAPHY OF PATIENTS—I!I FILMS, AND PROCESSING OF 
NEGATIVES, PRINTS, AND SLIDES 


BY STANLEY J. McCOMB 
Mayo Clinic, Rochester, Minnesota 


One of the first questions asked by a physician con- 
templating photography of patients concerns the 
type of film to use. Simply stated, a desirable film 
has moderate speed, latitude (the capacity to “ab- 
sorb” errors of underexposure and overexposure, 
and still yield a printable negative), minimal grain- 
iness, and the ability to render brightness and 
color differences properly. As the availability of 
certain types of films has been mentioned in con- 
nection with cameras described earlier, a discussion 
of the distinguishing features of black and white 
and color films applicable to clinical photography 
may be helpful. 

There are two broad categories of black and white 
negative materials, orthochromatic and panchro- 
matic. Orthochromatic films are insensitive to the 
orange-red rays of the spectrum, and hence possess 
a superiority in the recording of slight differences of 
redness in skin and mucous membranes. Most clinical 
subjects can be recorded adequately on ortho- 
chromatic emulsions. However, certain situations, 
notably those in which it is necessary to retain 
detail in deeply reddened areas, require pan- 
chromatic emulsions. 

Panchromatic negative materials are sensitive to 
the entire visible spectrum, and are usually classed 
as type B or type C emulsions, depending on their 
increasing red sensitivity. Type B materials best 
suit the average requirements of clinical photog- 
raphy. However, this very sensitivity tends to 
minimize or even obliterate slight differences in 
color of the skin. A correction filter, the Wratten 
X1 (factor 3), must be used with type B emulsions 
for a closer approximation to the correct relative 
tonal values as seen visually. For greater emphasis 
of color differences, a contrast filter, Wratten No. 
58 (factor 5), may be used (Figure 1). 

Filters act as “blockers” of the colors to which 
they are complements. That is to say they absorb 


Figure 1. Comparison of film sensitivity and filter 
action on moderately reddened skin; a, orthochromatic 
film recording; », panchromatic film recording; 
c, effect of Wratten No. 58 filter used in conjunction 
with panchromatic film. 
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(do not transmit) those colors. For example, the 
red of a wheal on the skin is the color complement 
of the green filter mentioned, hence some of the 
red rays are prevented from reaching the emulsion, 
and, as a result, the corresponding area of the film 


has less density (Figure 2). As the filter has both 


Green fiiter 


Figure 2. Absorption or “‘blocking’’ action of green 
filter. Loss of a portion of the light necessitates 
an increase in exposure. 


color and density, it removes a certain percentage 
of the total light. In effect, the filter has a multi- 
plying factor, a figure by which the exposure must 
be increased to assure an adequately exposed 
negative. 

A variety of orthochromatic and panchromatic 
films is available in sheet form for use in view 
cameras. Choice of negative materials is somewhat 
restricted for the larger roll-film cameras. Recom- 
mended orthochromatic films are the “chrome” 
type, such as Plenachrome or Verichrome. Several 
panchromatic films of a suitable type are available. 

Panchromatic films such as Supreme made by 
Ansco, and Plus X, an Eastman product, or a similar 
film, may be used for 35 mm. cameras, with ap- 
propriate filters. Color films fit this camera category 
admirably, particularly since it is possible to make 
acceptable black and white prints for publication 
by copying the transparencies. This is usually done 
by projecting, as in enlarging, the image of the 
transparency on suitable film instead of paper. 


Color Films 


In general color films are now of two types: (1) 
reversal color film, yielding a transparency or slide, 
for projection, and (2) negative color film, which 
is used to make a color print. The former type finds 
greatest usefulness in clinical recording, but the 
possibilities for color prints for display purposes 
should not be overlooked. 

For each type of color film there are two emul- 
sion types: one balanced or adjusted for use in day- 
light, or with light of blue flash bulbs; the other 
intended for use with artificial illumination. Specific 
artificial light and filter combinations for the various 
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types may be found in the information sheets ac- 
companying the film. For example, Ektachrome 
Type B, an Eastman Kodak Company product, is 
balanced for light from a 3200° Kelvin bulb, but 
may be exposed to light of a flash bulb with the 
addition of a No. 81C filter over the lens, or to a 
photo-flood bulb by the substitution of a No. 81A 
filter. 

Depending on the manufacturer and type of film, 
processing is done by the user or by commercial 
laboratories (Ektachrome, Ektacolor, Ansco color) 
or the manufacturer (Kodachrome and negative- 
color Kodacolor). 

Reversal color films are available for all the 
cameras described earlier. For use in larger roll- 
film cameras there is, in addition, negative-type 
color films, and both types are available for cameras 
requiring sheet films. 

Color films serve medicine admirably, and with 
the possibility of obtaining black and white prints 
from any of the color films described, a highly 
satisfactory approach to the photography of 
patients is presented. 

Film-data books prepared by the manufacturers 
contain a great deal of useful information, and 
should be consulted for the most effective use of 
their product. 


Processing Films and Paper 


It is understandable that this aspect of clinical 
photography may have limited appeal for busy 
physicians, but those who do wish to extend their 
hobby will find that developing and printing can be 
a mighty fascinating experience, as well as a satis- 
factory means of obtaining just what is desired as 
an end result. 

An alternative would be to have films developed 
by a commercial laboratory or professional photog- 
rapher. 

Final printing may be done by the physician, or 
by a professional photographer working in close 
co-operation with the physician. Ordinary snapshot 
processing by a photofinishing laboratory is seldom 
satisfactory for reproduction. 

However, the availability of prepared chemicals 
as a part of “packaged” processing kits, containing 
all the necessary equipment, has made processing, 
of negatives particularly, relatively easy. Print- 
making requires somewhat more fundamental 
knowledge and judgment. Observance of reason- 
able rules of cleanliness and the adoption of stand- 
ardized techniques will insure success. 
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Figure 3. Weak, flat negative resulting from underdevelopment. 
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Figure 4. Negative of average contrast and density. 


Figure 5. Dense, high-contrast negative resulting from over- 
development. Negative exposure was identical with that of 
negatives in Figures 3 and 4. 
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Development of Film 


Development of roll and sheet film may be carried 
out in a tank or tray, depending on equipment and 
darkroom facilities. However, tank development by 
time and temperature techniques offers many ad- 
vantages, not the least of which is minimal oppor- 
tunity for damage to the film. By this method, 
film is developed in a solution of known strength 
for a definite time and at a definite temperature. 

In a darkened room, roll film may be spooled on 
a circular reel, placed in a tank, and subsequent 
stages of processing may be completed in ordinary 
light. Sheet film is most conveniently processed in 
metal hangers immersed in rectangular tanks. These 
are transferred from solution to solution in complete 
darkness. 

Normal development procedure includes inter- 
mittent agitation of the films for a stated period in a 
developing solution, a water rinse to remove excess 
developer, fixation in a bath which also hardens the 
film, and thorough washing in running water 
(thirty minutes) or in 10 to 12 changes of water, 
each for five minutes. Upon removal from the 
wash water, they should be hung to dry in a dust- 
free site. Roll film particularly should be wiped with 
a viscose sponge or chamois to remove droplets of 
water. 

Physicians who have access to an x-ray darkroom 
may wish to use it for processing of clinical photo- 
graphs. However, the high energy x-ray developer 
is quite unsuited to this type of photography. In 


Figure 6. Two examples of flat negatives; a, underexposure and 
underdevelopment result in low contrast; b, this negative, 
although dense, exhibits the same degree of low contrast. 
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general, a slow-working or low-energy developer of 
moderate contrast is best for clinical subjects. For 
roll films, a fine-grain developer is recommended, 
with strict adherence to suggested techniques. 

The printing quality of a negative depends upon 
its density and contrast. The density is determined 
by exposure, and the contrast is determined largely 
by development. In the early stages of development, 
there is very little difference between the shadow 
and highlight densities (Figure 3), but as develop- 
ment progresses the highlight portions of the nega- 
tive gain in density much more rapidly than do the 
shadow areas. This causes the various tones to 
become separated (Figure 4). This tonal separation 
is called “contrast,” and, if development continues, 
the contrast becomes excessive (Figure 5). Develop- 
ment should be continued only until the various 
tones of the original are represented by correspond- 
ing densities in the negative, a condition called 
‘normal negative contrast.” 

Specific recommendations for various developers, 
as well as general information on negative process- 
ing, may be found in excellent data books issued by 
film manufacturers. 

Negatives may be used in several ways. Contact 
prints (practical only from larger sheet negatives), 
enlarged prints by projection, or lantern slides, 
either by contact or projection, may be made. The 
processing of each is basically the same: develop, 
rinse, fix, wash, and dry. 


Making Prints 


As prints for publication will have to be en- 
larged from negative materials used in most of the 
cameras described, projection printing will be dealt 
with primarily. Additional equipment required in- 
cludes an orange or yellow-green safelight for 
darkroom illumination, a tray for each solution, 
glossy bromide paper in two or three degrees of 
contrast, ferrotype tins, a squeegee or roller, and, 
of course, an enlarger. 

If all negatives could be exposed uniformly, and 
could be developed to the same contrast, only one 
contrast grade of paper would be necessary. Since 
this is seldom the case, printing papers are made in 
varying degrees of contrast to compensate for dif- 
ferences in negative contrast. A flat negative lacks 
contrast, and may result from underdevelopment 
or from excessive overexposure (Figure 6). It has a 
small range in density from highlight to shadow, and 
should be printed on a contrast or “hard” paper, 
which has a short scale. 
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Figure 7. Kodak projection-print scale, based on an exposure 
time of one minute. The correct exposure time in seconds may 
be read directly from the best appearing sector. 


Harsh lighting of the original, or overdevelop- 
ment of the negative results in a wide density 
range from highlight to shadow, and is said to have 
excessive contrast. Such a negative requires a “soft” 
paper, that is, one with a long scale. In brief, 
proper adaptation of paper to negative tends to off- 
set the differences in contrast (Table 1). 

As dust is an enemy of brilliant, sharp prints, the 
enlarger lens should be clean. The degree of en- 
largement is proportional to the distance between 
the enlarger and the paper holder; the greater the 
distance, the larger the image. The negative is 
placed in the enlarger, emulsion (dull) side down 
or toward the easel. Focusing (adjusting the distance 
between lens and negative) and composing should 
be done with the lens wide open. When the pro- 
jected image is sharp and of the desired size (most 
medical journals are accustomed to prints 4x5 
inches to 5x7 inches in size), the lens diaphragm is 
closed moderately, the sensitized paper is placed on 
the easel, emulsion side up, and the enlarging light 
turned on to make the exposure. 


Table 1. Selection of proper grade of 
paper to match the contrast of negatives. 
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Figure 8. Typical test strip based on 
successively doubled exposure times. 


Exposure determination may be based on a test 
strip, an exposure chart (Figure 7) or a reading 
made with a “grease spot” photometer. A photo- 
meter is used much like a photoelectric meter, in 
that a paper is assigned an arbitrary number. The 
intensity of a central disk is then varied until it 
matches the intensity of a larger disk illuminated 
only by light reaching it through the negative. 


In making a test strip, a minimal exposure, for 
example, one second, is given a small piece of the 
paper selected. At the end of two, four, and eight 


seconds, cover successively a bit more of the paper, 
turning off the exposing light at the end of sixteen 
seconds. After development, the strip will look like 
the one in Figure 8, from which the proper exposure 
time may be selected. 

A definite arrangement and procedure should be 
adapted for processing prints. Trays should be 
arranged in the logical follow-through order of 
developer, acid rinse, and hypo. The acid rinse 
stops developer action immediately. Cleanliness and 
the avoidance of contamination insure freedom from 
stains. Recommended developer, temperature, and 
time of development should be observed. 

Assuming proper development time, print varia- 
tions arise in part from improper exposure. Over- 
exposure yields a dark print, while underexposure 
produces a weak flat one, neither of which is suit- 
able for publication (Figure 9). It is always, and this 
bears repeating, always better to expose another 
sheet of paper rather than to attempt to salvage an 
improperly exposed one by altering the develop- 
ment time. To do the latter only results in an in- 
ferior print. Selection of the proper grade of paper 
is also important in obtaining good prints (Figure 
10). 

The most satisfactory print is one possessing a 
range of tones from highlight to shadow, and with 
the brightness differences of the original represented 
by intermediate shades of gray. 

Occasionally, a better print may be obtained by 
“dodging,” a technique by which light from thinner 
portions of the negative is prevented from reaching 


Figure 9. Variations in print quality due to incorrect exposure; a, overexposure; 
b, underexposure; ¢, correct exposure. Development time for each print was the same. 
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the sensitized paper by the interposing of a small 
card in the light beam. 

To obtain the high gloss desired by photo- 
engravers, the processed print must be squeegeed 
into firm contact with a ferrotype plate, and per- 
mitted to dry. When dry, the glossy surface is 
easily cracked or otherwise damaged. Identification 
of the print should be written lightly on the back 
so as not to leave an imprint on the glossy surface. 
Paper clips, so frequently used to attach photographs 
to manuscript, tend to deface a print, and their use 


should be discouraged. 


Any physician who has access to modest dark- 
room facilities may readily make lantern slides and 
achieve precisely what is desired. Slide-making 
techniques follow closely those used for print-mak- 
ing. Orientation of negative and sensitive positive 
material is the same (emulsion facing emulsion), 
and principles of balancing negative contrast and 
density with available positive materials are similar. 

Slides may be made as readily as prints by sub- 
stituting a lantern-slide plate for the sensitive 
paper on a printer, or they may be made in a print- 
ing frame by exposure to a low-voltage bulb, or a 
projected beam from an enlarger. Slides also may 
be made by projection. This method offers an 
advantage in that a portion of a negative may be 
selected for enlarging, thus making better use of the 
usable slide area. Proper orientation of the picture 
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Figure 10. Variations in print quality due to incorrect selection of paper; all prints were made from the same negative 
of average contrast; a, effect with paper of low contrast (soft); b, paper of high contrast (harsh) ; ¢, correct tonal balance. 


places the long dimension of the slide horizontally. 
An undeveloped plate may be used in the image 
plane for composing the picture, and focusing 
should be done critically in view of the size to 
which slides may be projected. 

Thirty-five mm. slides are usually made on safety 
positive film by contact in a printer. However, 
slides of this size are so conveniently made on re- 
versal color films by exposure in the camera that 
there is small advantage in preparing a setup for 
making them in black and white. 

The larger 3% by 4-inch slides are ordinarily 
made on emulsion-coated glass plates, available in 
contrast, medium, and soft grades. With suitable 
development, the medium and contrast plates can 
be used with all negatives which can be printed on 
paper. The medium plate is used with negatives of 
average or moderate contrast, and the contrast 
plate is used with flat negatives. The lower the 
contrast of the negative, the higher the develop- 
ment contrast required. When one uses ordinary 
print and enlarging developer, normal develop- 
ment time is approximately two to two and a half 
minutes. Increased development for three or three 
and a half minutes yields greater contrast, while de- 
velopment for a shorter time results in less con- 
trast (Figure 11). It should be noted that this tech- 
nique is suggested for use with slide materials only. 

In general, lantern-slide plates are somewhat 
faster than bromide papers. The intensity of the 
exposing light may be low; 7% to 10-watt bulbs 
provide ample light. Exposure times are best de- 
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Figure 11. Suggested variations of development 
time for adapting medium and contrast lan- 
tern-slide plates to a wide range of negatives. 
Developer may be D-72 (Eastman), 103 (Ans- 
co) or a developer of similar composition. 


termined by a test strip technique until familiarity 
with average densities is achieved. Darkroom illu- 
mination may be the same as for enlarging (Wratten 
OA or O safelight). The progress of development 
may be observed by noting the density of the slide 
in a white enameled developer tray and by viewing 
the image by transmitted light of the safelight. 
Allowance must be made for the light in judging the 
appearance of a properly exposed and developed 
slide before and after fixation. The unfixed image 


SIX sTATEs in the southeastern area of the United 
States now lead the country in the total number of 
health facility projects approved and constructed 
under terms of the Hill-Burton Hospital Survey and 
Construction Act. Dr. Raymond A. Vonderlehr, 
regional medical director of the United States Pub- 
lic Health Service, who made public the figures, 
said that since 1948, when appropriations were 
authorized by Congress for the program, 444 hos- 
pitals and health center construction projects have 
been approved in Alabama, Florida, Georgia, Mis- 
sissippi, South Carolina, and Tennessee. This rep- 
resents 23 per cent of the total number of projects 
approved in the entire country. 

Under provisions of the Hill-Burton Act, the 


HILL-BURTON PLAN AIDS SOUTHERN HOSPITALS 


appears darker, with more contrast, than a similarly 
exposed print. After fixation, a properly exposed 
slide has transparent highlights, a range of inter- 
mediate tones of gray, and shadows that are not 
blocked or too dense. 

If the image appears slowly and does not attain 
proper density in the average development time, 
the slide has been underexposed. Conversely, if the 
image appears immediately when the slide is im- 
mersed in the developer, the slide has been over- 
exposed. Development should not be shortened in 
an attempt to save the slide, for on projection it 
would appear weak, with veiled highlights and 
muddy shadows. The only recourse in either case 
should be to expose another plate. 

After being fixed (five minutes) and washed in 
running water (twenty minutes), slides should be 
wiped free of water droplets on the emulsion and 
dried in a dust-free place. 

In finishing, masking of the picture to the main 
area of interest is beneficial. This may be done with 
gummed-paper strips or prepared masks, available 
through photo dealers. A sheet of clear coverglass 
is placed over the masked slide, and the sandwich 
bound with tape. Marking of the slide in the lower 
left corner, as it is viewed, for proper placement 
in a projector, completes the process. 

For more complete information on slide-making 
techniques, manuals available from photographic 
manufacturers should be consulted. 


This is the third and concluding article in a series by Mr. 
McComb, designed to assist general practitioners in using 
cameras in their diagnostic procedures. 


states plan their individual health project programs 
and request Federal government financial aid, 
which may vary from one-third to two-thirds of the 
total cost. The remainder is obtained through the 
matching of funds by community and state author- 
ities. 

Two of the hospitals constructed in Tennessee 
under the program have been chosen as “modern 
hospital of the month” by Modern Hospital mag- 
azine. 

Sixty-four public health center projects have been 
completed in South Carolina under the program, 
and construction is now under way in Charleston on 
a medical teaching hospital that will cost about 
$9,500,000 and provide 264 beds. 
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TRENDS AND EVENTS IN THE NATION’S CAPITAL 


Medical Affairs Back in Civilian Hands 


Two recent developments in Washington portend 
increasing nongovernmental influence in Federal 
medical affairs. One was establishment of a Depart- 
ment of Health, Education and Welfare in President 
Eisenhower’s Cabinet; the other, abolition of the 
Armed Forces Medical Policy Council in Depart- 
ment of Defense. 

The President’s provision that the Special Assist- 
ant to the Secretary of HEW, in charge of health 
and medical activities, must possess “wide nongov- 
ernmental experience” is clear indication that he is 
to function as liaison between the organized health 
professions and Washington. While his first alle- 
giance must be to the Federal government, upon 
whose payroll he will serve at $15,000 a year, it has 
been made plain that he is to act as a sort of watch- 
dog against encroachment upon the traditional pre- 
rogatives of private practice. 

Of equal significance is the action taken late in 
March by Secretary of Defense Charles E. Wilson, 
when he did away with the 7-member Council 
which formulated all medical policy for Department 
of Defense. The three military Surgeons General— 
of Army, Navy and Air Force—had full membership 
and voting rights on this body and although they 
were outnumbered by the four civilian members, 
they had considerable to say about shaping of policy 
relating to doctor procurement, building and staff- 
ing of hospitals, training and education, etc. 

To replace the Council, Secretary Wilson has 
created a special assistant’s office—similar to that in 
the new Department of Health, Education and Wel- 
fare—with Dr. Melvin A. Casberg in charge. A rel- 
ative newcomer in the Federal government, Dr. 
Casberg was dean of St. Louis University School of 
Medicine prior to his coming to the Armed Forces 
Medical Policy as deputy chairman in January, 
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1952, subsequently becoming its chairman. (Dr. 
Casberg authored the article “Acute Abdominal 
Emergencies” in GP’s October, 1951, issue.) 

Washington observers believe this administrative 
change is but an intermediate step toward establish- 
ment of the post of Assistant Secretary of Defense 
for health and medical affairs, as advocated by the 
American Medical Association. Since Congressional 
action is necessary to effect this, the modified plan 
adopted by Secretary Wilson is seen as a stopgap 
pending consideration of the higher echelon organi- 
zation by Congress. 

Yet there will be no delay in elevating civilian in- 
fluence on military medical matters. A council al- 
ready has been formed as an advisory body to 
Secretary Wilson and Dr. Casberg, all of whose 
members were drawn from outside government 
ranks. They are Drs. I. S. Ravdin, Philadelphia; 
Alfred R. Shands, Jr., Wilmington, Del.; James P. 


Dr. Melvin A. Casberg, Defense Department aide. 
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Hollers, San Antonio, Texas; William S. Middle- 
ton, Madison, Wis.; Dwight L. Wilbur, San Fran- 
cisco, and Anthony J. J. Rourke, New York City. 

Drs. Ravdin, Shands, and Hollers served on the 
old Council. The new appointees will devote them- 
selves mainly to medical education, internal medi- 
cine, and hospital administration, respectively. Dr. 
Middleton is dean of University of Wisconsin 
School of Medicine; Dr. Wilbur is clinical professor 
of medicine at Stanford, while Dr. Rourke is head 
of the Hospital Council of Greater New York. Dr. 
Ravdin is in surgery, Dr. Shands is medical director 
of the Nemours Foundation of Alfred I. duPont 
Institute, while Dr. Hollers is a practicing dentist. 

The power which Dr. Casberg’s office, of which 
the advisory group is a part, will have is clearly set 
forth in the Department of Defense official state- 
ment, reading in part as follows: 

“It will be responsible for all health and medical 
matters within and involving the Department of 
Defense. In addition, the Office will establish and 
review for the armed forces all health and medical 
policies, plans, standards and criteria. It will main- 
tain liaison with all other governmental and civilian 
health and medical agencies or associations on a 
national and international basis on matters of 
mutual interest or responsibility.” 

An interesting footnote on this subject of mount- 
ing civilian, nongovernmental influence in Federal 
medical matters is that a special commission soon 
will begin investigating the broad and controversial 
subject of governmental responsibility for provision 
of medical care to dependents of servicemen. The 
study group will be composed entirely of civilians. 


Services Add 600 Doctors This Month 


The doctor draft law, and its application, is one 
of many important areas in which the new Casberg 
office will wield authority. As of the first part of 
April, the White House had not yet asked Congress 


PHYSICIANS ASSIST MEDICAL EDUCATION 


More than $3,150,000 for direct support of medical education was given in 1952 by some 
37,000 doctors in the United States, says Dr. Donald G. Anderson, secretary of the American 


to extend the special draft act—due to expire on 
June 30—but its transmittal of a bill before this 
issue of GP is published was regarded as a cer- 
tainty. 

During the month of May, Selective Service will 
attempt to furnish 600 physicians for the Army and 
Air Force (Navy continues to rely on its Reserve 
pool). The May quota dispatched by Department of 
Defense was for 400 physicians, but Draft Director 
Lewis Hershey has increased the figure by 200 to 
help make up deficits from previous months. 

In all probability, local draft boards will hold to 
the same age ceiling in May that was inaugurated 
in April by Selective Service headquarters, namely, 
up to and including age 37 for physicians in Priority 
III (nonveterans of World War II). There is no 
special age ceiling for special registrants in Prior- 
ities I and II. 

Lowering of physical standards for commission- 
ing the Medical Corps, initiated in January of this 
year, has resulted in a very sharp drop in 4-F classi- 
fications. In February, 2,004 Priority III physicians 
received physical examinations, of whom only 320 
were found disqualified. This is less than 15 per 
cent, compared with 45 to 50 per cent before the 
standards were lowered. 

Incidentally, a storm is expected to be raised be- 
cause of a recommendation bearing on procurement 
of doctors for the armed forces. On March 28 the 
Strauss Commission, following a special investiga- 
tion of special and incentive pay in the military, 
proposed that the $100 extra per month received by 
medical and dental officers be denied those who 
volunteer under pressure of the doctor-draft law— 
unless they agree to assume active duty beyond 
the service period to which they are obligated. 

If this recommendation is adopted by Congress, 
it will mean that the prospective medical officer—if 
he wishes to receive that extra $1,200 a year in pay 
—must forego any limitation on his length of active 
duty. 


Medical Association’s Council on Medical Education and Hospitals. And that amount is 
exclusive of sums given for buildings, endowments, scholarships, research, and other special 


purposes. 


In addition, reports from seventy-six of the seventy-nine medical schools throughout the 
country show that more than 29,000 doctors contributed a further $2,258,534 directly to the 


teaching budgets of those institutions. 


GP e Volume Vil, Number 5 


4 


Mepica_ research repays dividends far out of pro- 
portion to the amount of money invested in it, says 
Dr. Howard A. Rusk. Writing in a recent issue of 
the New York Times, Dr. Rusk points out that the 
period 1937 to 1950 saw a 15 per cent decline in the 
U.S. death rate, largely because of discoveries of the 
sulfa drugs and antibiotics. That decline represent- 
ed a saving of 1,763,347 lives, with the addition of 
an estimated $2,500,000,000 in earnings to the 
national income, from which earnings an additional 
$165,000,000 went into Federal income taxes each 
year. This, plus revenues from other types of taxes 
brought an estimated direct return of $661,000,000 
a year to the Federal government. But, according to 
the report of the President’s Commission on the 
Health Needs of the Nation, only about $180,000,000 
was spent last year on medical research. 

“This is almost ten times what we devoted to such 
research a decade ago,” Dr. Rusk writes, “‘but it is 
still only three-tenths of one per cent of the na- 
tion’s defense budget, and less than the amount of 
money we spend each year on monuments and 
tombstones. It just about equals what the nation 
spent last year for home shampoos, home permanent 
wave kits and refills, toilet waters and colognes.” 

Dr. Rusk cites the commission’s statement that 
one industrial company spent more on business and 
product research last year than the entire nation 
spent on research into heart and circulatory dis- 
eases, which together account for between one-third 
and one-half of all deaths in the country. 

*‘Our national efforts in medical research cannot, 
however, be substantially accelerated until more 
skilled investigators are recruited and trained,” 
continues Dr. Rusk. He quotes from the President’s 
Commission report: ‘Medical research must learn 
from American industry the cardinal fact that it 
cannot expand properly until it recruits and holds 
more of this country’s top brains. It cannot do this 
on a skimpy financial base. If medical research is to 
compete with industrial research for skilled investi- 
gators, it must build up its physical plant and it 
must offer these workers good salaries and reason- 
able opportunity.’ 

Where many organizations consume research 
talent without making any effort to train a new sup- 
ply of investigators, the National Institutes of 
Health have recruited a staff of more than 750 full- 
time scientists within five years and are now assem- 
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MEDICAL RESEARCH SAVES MONEY,TOO 


bling staff for the new clinical center at Bethesda, 
Md., says Dr. Rusk. They accomplish this by offer- 
ing reasonable salaries and job security, and have 
been able to draw their staff largely from medical 
schools, universities, and hospitals, “where most 
scientists are forced to jump from one to another 
short-term project focused on an aim that can justi- 
fy to the public the expenditure of the money.” 

The President’s Commission recommended three 
areas in which additional research funds are badly 
needed at the present time—mental health, chronic 
illness, and administrative research into discovering 
the most efficient organization of our medical facili- 
ties and the most effective utilization of our limited 
health personnel. The commission pointed out that 
although more than $500,000,000 was spent to op- 
erate tax-supported mental hospitals in 1950, only 
$6,000,000 a year was spent for research in that 
field. 

Concludes Dr. Rusk: ‘'The new Administration 
is now engaged in a restudy of the budget for the 
next fiscal year with the announced objective of 
making substantial cuts wherever possible. Few 
people will disagree with this highly desirable ob- 
jective. Such cuts, however, should be selective and 
not aimed at programs, such as medical research, 
which pay dividends in both lives and dollars.” 

That medical research more than pays for itself is 
evidenced by the fact that in 1951, as a result of 
research efforts, 67,000 men and women were re- 
habilitated through Federal-state rehabilitation pro- 
grams, adding more than 100,000,000 man-hours to 
the nation’s productive effort. Prior to this, half the 
67,000 had been dependent upon families, and 8,000 
had been receiving public assistance. Earnings of 
the group increased from $16,000,000 prior to re- 
habilitation to $116,000,000 afterwards, according 
to Dr. Rusk. It is estimated that, at that rate, these 
people will, within four years, pay back to the Fed- 
eral Treasury in income taxes all the $21,000,000 
spent by the Federal Government for the entire re- 
habilitation program in 1951. And, where expense 
of the rehabilitation was a single, nonrecurring 
item, the people who benefited from it can be ex- 
pected to remain income producing the rest of their 
lives. 

Americans are beginning to realize, thinks Dr. 
Rusk, the enormous dividends that accumulate 
from research. 


x 
i 
103 
ae 


MOSBY BOOKS 


Higgins- 
Williams 
and 


Nash’s.. .|. The 


Urology of 
Childhood 


Many of the disorders familiar to urologists in the 
adult are seen in their incipient stages in the child— 
and the clinical material presented here is of great 
practical value and importance. Because of improved 
instruments of suitable size, increasing skill in their 
use, technical advances in radiology, bacteriology, 
biochemistry and pathology, understanding of uro- 
logical disorders in the child has advanced consider- 
ably in the past few years—and naturally this book 


A practical guide 


to diagnosis and treatment— 
stressing the clinical picture 


presented by the child. 


is based on this newer knowledge and skill. 

In the same way, presented advances in the control 
of infection give the book serious significance for the 
GP treating children. 

All three of the authors have excellent background 
and experience in treating children—and diagnosis 
and treatment are handled in a style that lifts you 
out of the mere study of disease in children into high 
hopes for their adult futures. 


By T. TWISTINGTON HIGGINS, O.B.E., M.B., CH.B., F.R.C.S. Senior Surgeon, The Hospital for Sick Children, 
Great Ormond Street; D. INNES WILLIAMS, M.D., M. CHIR., F.R.C.S., Surgeon, St. Peter’s and St. Paul’s Hospitals; 
Genito-Urinary Surgeon, Whipps Cross Hospital; and D. F. ELLISON NASH, F.R.C.S., Assistant Surgeon, St. Bartholo- 
mew’s Hospital; Surgeon, The Children’s Hospital, Syndeham. 286 pages. Profusely illustrated with unusual photo- 


graphs and drawings on 136 figures. Price, $9.50 


Trau’rs RHEUMATIC DISEASES 


DIAGNOSIS AND TREATMENT 


Traut’s book is a complete discussion of conditions causing pain or disability in the motor or 
supporting parts of the body. It is the only book in which you will find a competent, inclusive, 
up-to-the-minute description of all the collagen diseases—their pathology and treatment. It 


COMMENTS FROM THE REVIEWERS: 

“The wonder is that so much is gathered between two 
covers, and yet the organization can bear the imprint 
of the successful teacher, and the format that of a 
humanitarian.” —Tufts Medical Journal 
“Dr. Traut is at his best in the excellent chapters on 
prognosis and general treatment in which he presents 
his credo on therapy and the management of chronic 
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represents years of work on rheumatic disease in the laboratory and at the bedside of patients. 


By EUGENE F. TRAUT, M.D., F.A.C.P., Associate (Rush) Clinical Professor of Medi- 
cine, University of Illinois. 942 pages, 192 illustrations. Price, $20.00 


The C. V. MOSBY Company, 3207 Washington Blvd., St. Louis 3, Missouri 


rheuamtic patients as individuals.” 
—Medical Education 
“For an orientation in this field and a baseline for 
therapeusis, one probably could not do better than to 
read Dr. Traut’s book. It can be recommended as a 
definitely worthwhile purchase.” 
—S. A. J., Veterans Administration Hospital, 
Vancouver, Washington 


Please send me: 


Higgins-Williams and Nash’s THE UROLOGY OF CHILDHOOD— $9.50 
Traut’s RHEUMATIC DISEASES— $20.00 


(| Enclosed find check. 


(_] Charge my account. 


GP ¢ Volume Vil, Number 5 


Form 

104 


Gynecologic and Obstetric Pathology. By Emil Novak, M.D. 


Pp. 595. Price, $10.00. 3rd Ed. W. B. Saunders Com- 

pany, Philadelphia, 1952. 

The author’s intent regarding those men in medicine 
for whom he believes this book to have appeal is clearly 
stated in his preface to this, the third edition of his 
work. In the final paragraph he explains that although 
he has spent his professional life as a clinician and that 
pathology has been his hobby, this book is a “labor of 
love.”’ The last sentence states, ‘Such a combined inter- 
est has added immeasurably to the zest of my own pro- 
fessional life and I commend it to all those embarking on 
the practice of our specialty.” 

It is obvious from the above that there are few of us in 
general practice who would find much interest in this 
book. Nevertheless, for those who are primarily interest- 
ed in gynecology and obstetrics, it is a work which can 
be referred to with benefit. The 1952 revision brings it 
completely up to date and the author has considered 
more of the pathologic physiology associated with the 
strictly pathologic condition than one finds in other 
pathologic references. The subject matter is concisely 
and clearly presented in good order so that one can 
readily refer to the subject in which he is at the moment 
interested. 

This is a book which has its place in the library of the 
specialist in obstetrics and gynecology. It might be in- 
cluded in the library of the general practitioner whose 
work is primarily obstetrics and gynecology, and it 
should be available for reference to all men, specialists 
or general practitioners, who are concerned with the 
diseases of women. —Joun O. Boyp, Jr., M.D. 


The Moral Theory of Behavior. By Frank R. Barta, M.D. Pp. 
29. Price, $2.00. Charles C Thomas, Springfield, II., 
1952. 


This short monograph is one of the American 
Lectures in Medicine and purports to present a “new 
answer to the enigma of mental illness.” 

The printing, readability, and three explanatory 
figures are excellent. The author groups all patients 
in four basic groups, dependent upon the attitude 
toward self and toward others, with minor exceptions 
in deviation from the basic type. The re-education es- 
sential to treatment and the education essential to 
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preventive therapy are indicated by the patient’s basic 
temperament and the nature of his reaction to dissatis- 
faction. The determining factor in the basic tempera- 
ment is false beliefs acquired in young and impression- 
able years. 

The author, in his summary, states that the book is 
based on Aristotelian and Thomistic principles of phil- 
osophy and psychology and offers a basic formula use- 
ful in psychosomatic medicine, sociologic interrelation- 
ships, and other related fields of research. 

This monograph offers interesting reading to the 
general practitioner who is interested in psychiatry or 
who wishes to enhance the newer knowledge of psycho- 
somatic medicine. 


J. Suaw, M.D. 


The White Plague—Tuberculosis, Man and Society. By René and 
Jean Dubos. Pp. 277. Price, $4.00. Little, Brown and 
Company, Boston, 1952. 


Tuberculosis kills or incapacitates individuals. (In 
India, a million succumb to it annually; in the United 
States, it carried off 500 per 100,000 population a cen- 
tury ago, only 22 per 100,000 today, where it ranks 
seventh among causes of death.) But it is first and fore- 
most a disease of society, the product of social and eco- 
nomic factors, trailing behind it a host of social and eco- 
nomic problems with which mankind must cope. 

The authors know about tuberculosis. René Jules 
Dubos, bacteriologist at the Rockefeller Institute, has 
been in the forefront of those developing antibiotics in 
the fight against the disease. Co-author Jean Porter 
Dubos, wife and laboratory assistant, has been a victim 
of it. 

Tuberculosis has afflicted man ever since the dawn 
of civilization, and the scourge is here traced from its 
earliest recordings to present time. The social aspects 
of the disease were not recognized, however, until the 
turn of the present century, though at the peaks of its 
episodic epidemics, notably in the 17th century, and 
again after the Industrial Revolution, it swept through 
families and communities like forest fire. In the 19th 
century it was considered chic to attain the frail and 
languid appearance of the consumptive, glorified by 
Dumas fils in “‘La Dame aux Camelias,” and fashionable 
ladies dosed themselves with lemon juice and vinegar 


¥ 
‘ 
: Che Practiti ’s Booksh If 7 
4 
105 


| / 


| 
the ‘offi 


acute or chronic, mild orsevere, 


; the dosages 


to attain it. The cultural toll of the “white plague” is 
appreciated when one notes that Keats, Shelley, the 
Brontés, Sidney Lanier, Paganini, Chopin, Robert Louis 
Stevenson, Ralph Waldo Emerson, and Thoreau were 
all victims of it. 

The authors debunk the importance of climate as a 
predisposing factor in tuberculosis and give their ap- 
proval to a whole way of life which encompasses “‘cleaa- 
liness of body and habits, a room of one’s own where 
sunlight and fresh air enter freely, physical and mental 
rest... and diet . . . to meet the demands of the body.” 

This creed is not new, but may well be emphasized, 
think the authors, in a period when some epidemiolo- 
gists regard present low levels of tuberculosis incidence 
in our society as corresponding to the end of a natural 
epidemic wave (of 200 years), and prophesy that the 
mortality curve may rise again during the second half 
of this century. —Rutu Q. Sun 


Connective Tissues. Edited by Charles Ragan, M.D. Pp. 166. 
Price, $3.50. Josiah Macy, Jr., Foundation, New York, 
1952. 


The general intention of the Josiah Macy, Jr., Foun- 
dation Conference Program is to bring together leaders 
in respective scientific fields which, although hetero- 
geneous, may have information of common value on 
given subjects. In other words common ground is pro- 
vided on which the physician, for example, meets the 
chemist, the bacteriologist, the electron microscopist. 
The minutes of such conferences are recorded and pub- 
lished in a series of volumes. 

The present volume represents the third conference 
on the general subject of the connective tissues and 
concerns itself with four aspects: 1) Connective Tissue 
Staining; 2) The Fine Structure of Connective Tissues; 
3) The Nature of Reticulin ; and 4) Hypersensitivity and 
the Adrenal State. 

The material presented represents the thinking of 
experts, and the technique of presentation sharpens 
one’s focus on just what the problems involved are at the 
present time. It is highly technical, and therefore valu- 
able to those with a particular interest and a more than 
superficial knowledge of the collagenous system of the 
body. It is not concerned with particular disease states. 

Illustrations are plentiful and very well reproduced. 
The printing and make-up of the book are excellent. 
—Partrick B. Storey, M.D. 


Roentgenology in Obstetrics and Gynecology. By William Snow, 
M.D. Pp. 363. Price, $10.50. 2nd Ed. Charles C Thomas, 
Springfield, Ill., 1952. 

The first edition of Dr. Snow’s book dealt with the 
roentgenology of obstetrics, mainly with pelvimetry and 
fetal cephalometry. The new edition has been expanded 
to include uterotubography, diseases of the fetus, and 
x-ray studies of the effect of pregnancy upon other 
structures, ¢.g., the small intestine and the kidneys. 
In the chapter on pelvic architecture the author re- 
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fers to the important work of Caldwell and Molloy on 
the shape of the pelvis in which they classified the inlet 
in four basic types—gynecoid, anthropoid, android, and 
platipelloid. The author has discarded the anthropoid 
as a type and has included it in the gynecoid group. 
Actually the most significant contribution made by 
Caldwell and Molloy was not their terminology but 
rather was their insistence on the importance of correct 
adaptation of the fetal head to the shape of the pelvis 
in delivery. The longest diameter of the fetal head must 
pass through the greatest diameter of the maternal pel- 
vis, particularly when the pelvis is small. In an instru- 
mental delivery the obstetrician must not try to force 
the head into an unfavorable diameter; hence the im- 
portance of recognition of the difference between the 
typical gynecoid and anthropoid shapes. The author’s 
preference for description in geometric terms, particu- 
larly in mixed or atypical types is reasonable, although 
he continues to use Caldwell and Molloy’s terminology 
throughout the book. 

In the discussion on x-ray technique no mention is 
made of the use of the erect position in which gravity 
pulls the presenting head into or even through the inlet 
and shows almost at a glance whether or not engage- 
ment can take place easily. He refers to the effect of 
childhood rickets on the shape of the pelvic bones as 
“poor bone nutrition.” The description of the lower 
part of the pelvis is good and figures 69 and 70 illustrate 
clearly how the anteroposterior film shows the shape of 
the side walls. 

In estimating the size of the fetal head as opposed to 
that of the skull, the author assumes that the thickness 
of the scalp is 0.5 cm., whereas Ball found it to be 0.3 
cm., 40 per cent less. The average mean circumference 
of the fetal head including the scalp at term is given as 
34 to 35 cm., which is significantly larger than the 32.5 
to 33.5 cm. found by Ball. One reason for this dis- 
crepancy may be the difference in the estimation of the 
thickness of the scalp. Another reason may lie in the 
method of determining the size of the fetal skull. The 
author figures the perimeter, as he calls it, from two 
diameters, the longest and the shortest, as measured on 
the skull shadow on both the anteroposterior and lateral 
projections. Ball gets the actual circumference of the 
fetal skull shadow with a map measure, probably a more 
accurate method. 

On page 110 the author states that the majority of 
fetal skulls near term have a theoretical perimeter of 
34 cm. calculated “after the method of Ball,’? which 
would not seem to be correct. A discrepancy of 1 cm. 
in the circumference of the fetal head when translated 
into volume introduces an error of approximately 10 
per cent, which in the presence of a tight fit might be 
responsible for an error in judgment. 

From his large personal experience as well as from 
the literature Dr. Snow has assembled a large amount 
of valuable information on the contribution which may 
be made by radiology to the management of pregnancy 
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and delivery. He shows that correct x-ray examination 
near term can do much to avoid trouble in delivery, for 
example by producing evidence of pelvic masses. 

In this reviewer’s experience, the result of x-ray 
pelvimetry is, in the great majority of cases, to show 
clearly that no interference may be expected from the 
pelvic bones and thus to relieve the mind of the ob- 
stetrician in case of doubt. As a general rule, however, 
the smaller the pelvic dimensions, in relation to the 
size of the baby’s head, the greater is the probability 
of difficulty in delivery. —Ross Gotpen, M.D. 


An Introduction to Medical Science. By William Boyd, M.D. 
Pp. 304. 124 illus. Price, $4.50. 4th Ed. Lea and Febiger, 
Philadelphia, 1952. 


This little book, now in its fourth edition, is sub- 
titled “An Elementary Text on Pathology.” Actually, 
it is rather more than this; there are chapters devoted 
to medical history, the collection of materials for the 
laboratory, the principles of treatment, and a brief re- 
view of some essential physiologic concepts. In addition 
each chapter on the special pathology of the various 
organs is prefaced by a short discussion of the morph- 
ology and function of the organ under consideration. 

The bulk of the book is devoted to what the author 
calls ‘fan airplane view” of the usual material of the 
more advanced pathology texts. It is intended for 
nurses, technicians, and physiotherapists for whom it 
will provide a brief but sound survey of pathology. The 


author is to be complimented upon his avoidance of 
the excessive use of technical language and, in particu- 
lar, upon the omission of lengthy descriptions of micro- 
scopic appearance which would, no doubt, be largely 
unintelligible to his intended readers. 

The book is very well written in the same pungent 
and often witty style familiar to readers of Dr. Boyd’s 
more extensive books. It is attractively printed, although 
many would prefer a less glossy grade of paper. Most 
of the 124 illustrations are adequate. Some of the draw- 
ings, however, are overly diagrammatic, (for example, 
the drawing labeled adenocarcinoma of the bowel on 
page 109 and several of the other drawings of tumors 
and bacteria), and could well be replaced by photo- 
micrographs. A few somewhat objectionable oversim- 
plifications are also evident: On page 134 putrefaction 
and gangrene are considered to be synonymous. 

This book is recommended to laboratory technicians, 
nurses, physiotherapists, and other ancillary medical 
personnel. It is of no interest to medical students or 
physicians. 

—Joun M. Goin 


Nerve Impulse. Edited by H. Houston Merritt, M.D. Pp. 176. 
Price, $3.50. Josiah Macy, Jr., Foundation, New York, 
1952. 


This monograph is a conference report of a meeting 
sponsored by the Josiah Macy, Jr., Foundation. It in- 
cludes discussions of three principal related topics, 
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tient’s account. 
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having to do with the biochemical and electrical differ- 
ences between synaptic transmission and axonal con- 
duction. The third topic is concerned with the structure 
of synaptic junctions. The conferences are in the nature 
of round table discussions by a selected, highly special- 
ized group of scientists in the fields of biology, physics, 
and anatomy. 

The foreword indicates that the aim of the conference 
is to promote communication between these related 
disciplines, as well as to further research and integrate 
the existing knowledge. This publication has a particu- 
lar value to workers in the field, rather than to the 
general practitioner. 

—Howarp C. Narrzicer, M.D. 


Principles and Practice of Anesthesiology. By Vincent J. Col- 
lins, M.D. Pp. 528. Price, $10.00. Lea and Febiger, Phil- 
adelphia, 1952. 


The author, in this book, sets out to write a compre- 
hensive textbook on anesthesiology embodying in a 
single volume the six phases of anesthesia practices. 
These phases include: (1) fundamentals, (2) regional 
techniques, (3) pertinent pharmacology facts, (4) com- 
plications, (5) special considerations of surgical prob- 
lems, and (6) intravenous and inhalation therapy. 

These phases are all beautifully covered by Dr. 
Collins who writes in a very free, easily read and under- 
stood style which the reviewer found most pleasing. 
Of particular interest is section 5 dealing with con- 


sideration of special surgical problems. Dr. Collins 
states in his preface that “individualization of each 
surgical case is considered necessary with the selection 
of anesthetic technique and agent based on physiologic 
and pharmacologic considerations.” This theme is ever- 
present when he considers pediatric and geriatric anes- 
thesias; the management of the cardiac, the diabetic 
and the patient with thyroid disease; special techniques 
employed in abdominal, thoracic, and head and neck 
surgery. All of these fields are well dealt with in a 
surprisingly thorough manner, considering the rela- 
tively small amount of space utilized for the subject. 
The bibliographies which accompany each chapter of 
the book are very extensive and should prove useful for 
those desiring more detailed information. 

This book should be especially useful to all phy- 
sicians interested in anesthesiology and surgery, as well 
as anesthesiologists, and those preparing for examina- 
tions in this specialty. 

—Cuares E. Martin, M.D. 


Office Psychiatry. By Louis G. Moench, M.D. Pp. 310. Price, 
$6.00. Yearbook Publishers, Inc., Chicago, 1952. 


Many practicing physicians have shunned current 
psychiatric writing and texts because of the special 
jargon and obscure concepts. These physicians have 
deprived themselves and their patients of much valu- 
able understanding. These physicians can no longer 
hide behind the excuse of big words and unintelligible 
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concepts because here is a book clearly written, straight- 
forward in approach using the words familiar to all of 
us in medicine, and even illustrated with a large number 
of highly entertaining cartoons and illustrations. 

The first part of the book discusses the development 
and growth of the personality from childhood through 
adolescence. Then there is a development of the variety 
of psychoses and psychosomatic problems and neu- 
roses. There is an extremely valuable chapter on suicide. 
I thought the chapter on psychiatric examination could 
have been clarified by breaking it down into more sub- 
headings; however, the reader can do this to his own 
advantage. The chapter on the interview and psycho- 
therapy is excellent. Any highly controversial material 
has been omitted. 

The book is interesting, easy reading, and can be 
highly recommended for all physicians except those 
who have been actively participating in the current 
psychiatric literature. —Stantey R. Truman, M.D. 


Primer for Pregnancy. By Eve Stanton Featheringill. Pp. 241. 
Price, $2.95. Simon and Schuster, New York, 1951. 


This little book is not a scientific treatise or a medical 
digest on the complications or management of preg- 
nancy, but a very readable primer for the primipara. 

It could serve well for the doctor who does obstetrics 
—as a time-saver and psychologic morale booster for 
the expectant mother. Such time-consuming details as 


what to wear, what to eat, when to discard high heels, 
and when to put on a maternity girdle, are discussed 
by the author in such a way that the shy and anxious 
mother-to-be understands the answers. 

The author, a multipara herself, has written a very 
personal treatise on pregnancy as seen and felt through 
the eyes and personality of the pregnant woman. Every 
primipara should be given one of these primers as soon 
as her diagnosis is positive. 


—Joun R. Benper, M.D. 


Therapeutic Meal Plans. A New Diet Manual. Edited by Virginia 
Toews, Berdena Rosenow, and Ruth Gordon. Pp. 111. 
Price, $3.00. University of Kansas Press, Lawrence, 
Kansas, 1952. 


This manual has been prepared by the University 
of Kansas School of Medicine from the department of 
dietetics and nutrition. Its purpose is to lay out a meal 
plan for every condition where diet will be helpful in 
the care of the patient. It is especially designed for 
interns, residents, and staff physicians of the University 
of Kansas Medical Center. 

It is a very practical manual of interest to general 
practitioners. In addition to the standard protein, fat, 
and carbohydrate composition, the mineral and vita- 
min contents have been calculated. This offers the busy 
physician a handy reference which fits easily in the 
coat pocket. —M. B. Casesott, M.D. 
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AAGP Scientific Assembly in St. Louis Sets New Records 


> Repeat Performance in St. Louis Again Makes Medical History 


Marcu 23-26 saw the success story of the Academy’s 
1950 Scientific Assembly in St. Louis repeated all 
over again but in a bigger and grander manner. 

Whether the vantage point was Kiel Auditorium’s 
press room, the scientific exhibits, the technical ex- 
hibit booths, the Opera House where the scientific 
program was in progress, the registration line or 
the ladies’ registration area, in the various “Shospi- 
tality” rooms, or the Statler Hotel where the Con- 
gress of Delegates was working overtime—the story 
was the same: This meeting was the best this part 
of the country had ever seen—the best the Aca- 
demy had seen. 

The doctors were smiling, their wives were 


Dr. William B. Hildebrand of Menasha, Wisconsin, retiring 
chairman of the Board of Directors, is the new president- 
elect of the American Academy of General Practice. Dr. 
Hildebrand will become president, succeeding Dr. U. R. Bryner 
of Salt Lake City, during the Academy’s Sixth Annual Scien- 
tific Assembly to be held March 22-25, 1954, in Cleveland. 


happy, the exhibitors were all smiles, and the news- 
men were amazed at the turnout. 

When the last name was counted as the Fifth 
Annual Assembly drew to a close at 12:30 P.M. 
Thursday, the registration had risen to 5,358 
persons. Of this group, 2,643 were doctors from all 
parts of the nation, 1,167 were ladies, 64 were 
scientific exhibitors, 768 were technical exhibitors, 
and 716 were students and guests. 

Before the scientific program opened Monday 
afternoon, much had already been accomplished. 
The previous Friday the old Board of Directors had 
met together for the last time. On Saturday, the 
State Officers’ Conference, under the leadership of 


These men were largely responsible for the big success of this Fifth Sci- 
entific Assembly in. St. Louis. Shown left to right are Dr. William B. Hilde- 
brand, the pre-Assembly chairman of the Board of Directors; Dr. Merlin 
Newkirk of South Gate, Calif., chairman of the Committee on Scientific 
Assembly; Dr. Charles Martin of St. Louis, chairman of the Local Ar- 
rangements Committee, and Mac F. Cahal, Academy executive secretary. 
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A full house. An enthusiastic audi- 
ence concurred that this year’s scientific program 


was just what the doctors ordered. 


New officials. Eight of the nine new officials of the Academy and Congress of Delegates are shown following the election. Left to 
right are Dr. Holland Jackson, re-elected treasurer; Dr. U. R. Bryner, president; Dr. William B. Hildebrand, president-elect; 
Dr. Jack DeTar, re-elected speaker of the Congress of Delegates; the three new members of the Board of Directors—Dr. E. Irving 
Baumgartner, Dr. Cyrus Anderson, and Dr. William Sproul—and Dr. James D. Murphy, vice-speaker of the Congress of Dele- 


gates. The new vice-president, Dr. Merrill Shaw, is not shown. 


Chairman Samuel E. Garlan of New York City and 
Conference Secretary Earl D. McCallister of 
Columbus, Ohio, was a really full afternoon’s 
program. 

It took but a glance at the well-filled Statler 
Ballroom to realize that this was the largest attend- 
ance of any of the Academy’s State Officers’ Con- 


The indefatigable delegates. Members of the Congress of Delegates are shown as they started the first of six long sessions 


ferences. Of the state officers attending, California 
held the record with eleven representatives. 

The consensus of the State Chapter’s Publication 
panel participants (moderated by Mac F. Cahal of 
Kansas City), was that regional publications should 
be encouraged for groups of states of smaller mem- 
bership. Mr. William Rogers, executive secretary 


of the California chapter, pointed out that the 
California Monthly had been sent experimentally to 
some of the surrounding states’ members with good 
results. 

Dr. Jerome Fons of Milwaukee, Wis., suggested 
that once a year each chapter should put out one 
“external” publication. This would be slanted to 
the public, while the “internal” house organ, 
published the rest of the year, would be strictly 
for and about the chapter. 

Dr. Harry Marchmont-Robinson of Chicago and 
Dr. Raymond S. McKeeby of Binghamton, N. Y., 
contributed pertinent information on editorial 
policy and a chapter secretary’s job in helping the 
publication editor. Dr. Arthur Jay of Indianapolis, 
chairman of GP’s Publication Committee, reviewed 
all the GP angles. Each state was urged to give its 
publication a personality of its own. 

Decide first what function it is to serve and 
work from there,” Mr. Cahal emphasized. Before 
this panel was dismissed he introduced Dr. C. W. 
Schumacher of St. Louis, editor of News and Views, 
the first local publication in the Academy ranks. 

The panel on membership was carried on by 
eleven participants and the moderator, Dr. J. D. 
Murphy of Ft. Worth, Tex. Many good suggestions 
were submitted on associate memberships, the 
general practitioner’s rightful place in hospitals, 
benefits of the membership directory, and various 
means of getting new members. 

Dr. Daniel Beltz of Los Angeles, a member-getting 
wizard from California, sparked the fire with his 
suggestion that general practitioners should face 
up to the specialists. “Insist that specialists prac- 
tice their specialties and let the family doctors 
take care of general practice,” he emphasized. 

A cocktail party given by the Professional Men’s 
Insurance Company provided a welcome interlude 
before the State Officers’ Dinner. 


Two great leaders. Retiring President, Dr. R. B. Robins 
of Camden, Ark., hands the gavel to his successor, Dr. U. 
R. Bryner of Salt Lake City, Utah, at the brief installation 
ceremony held during the banquet. 


Banquet personalities. Toastmaster, Dr. Edward E. Haddock 
of Richmond, Va., of the annual banquet held in the festive 
Gold Room of the Jefferson exchanges greetings with the guest 
speaker, Leonard Read of Irvington-on-the-Hudson, N. Y., 
president of the Foundation for Economic Education. 


Highlight of the evening’s activities, with Dr. 
R. B. Robins as toastmaster, was the presentation 
of certificates to the presidents of the three chapters 
—California, Vermont, and Hawaii—that led in 
membership honors in 1952. Dr. Harry Rowe of 


State officers. The largest State Officers’ Conference in the Academy's history closed with the annual dinner. 
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For membership honors. Presi- 
dents of the chapters honored for 
membership gains in 1952 are 
shown receiving certificates for 


their chapters from Dr. Mur- 
land Righy, chairman of the 
Membership and Credentials 
Committee. Left to right are Dr. 
Harry Rowe of Wells River, 
Vermont, Dr. Francis Hodges 
of San Francisco, California, 
and Dr. Arthur L. Vascon- 
cellos of Honolulu for the Ha- 
watt chapter. 


Wells River, Vt., Dr. Arthur L. Vasconcellos of 
Honolulu, and Dr. Francis Hodges of San Fran- 
cisco received the awards from Dr. Murland Rigby, 
chairman of the Membership and Credentials Com- 
mittee. 

The evening’s finale was in talks on preceptor- 
ships by Dr. E. Sinks McLarty of Galveston and Dr. 
Robert F. Purtell of Milwaukee. Both men stressed 
the importance of preceptorships not only to the 
student but to the preceptor as well. Saturday was 
crowding Sunday when the day’s activities closed 
with a showing of the Wyeth Tele-Clinic of the 
Atlantic City meeting. 

The big news out of the Congress of Delegates 
was the new officers. Before the annual delegates 
dinner was over Tuesday night, Dr. William B. 
Hildebrand, retiring chairman of the Board, had 
been unanimously named president-elect of the 
Academy. Another unanimous choice was Dr. 
Merrill Shaw of Seattle, Wash., for the vice- 
presidency. For the past three years Dr. Shaw had 


been chairman of the Commission on Education. 

New members of the Board of Directors, elected 
for three-year terms, were Dr. E. Irving Baumgartner 
of Oakland, Md., Dr. Cyrus Anderson of Denver, 
and Dr. William Sproul of Des Moines. Dr. Jack 
DeTar of Milan, Mich., was re-elected Speaker of 
the Congress of Delegates by acclamation, and 
Dr. James D. Murphy of Ft. Worth was elected 
vice-speaker. 

The election of officers served as a climax for 
the Congress of Delegates that had labored through 
six sessions of business and turned out a volume 
of high level organization policy. Speaker DeTar 
gallantly engineered the big order of business via 
gavel. 

The Magnuson and Hawley incidents took their 
share of the delegates’ time. The Magnuson report 
was disapproved in part and a resolution was 
adopted expressing disapproval of certain portions, 
notably that commending group practice. The 
Magnuson recommendations on general practice, 


Farewell for Board of '52. Members of the 1952 Board of Directors and their wives gathered for a dinner together. Clockwise around 
the table are Dr. R. B. Robins, Dr. U. R. Bryner, Miss Helen Cobb, Mrs. Malcom Phelps, Dr. Phelps, Mrs. Jack DeTar, Dr. 
DeTar, Mrs. Mac F. Cahal, Mr. Cahal, Mrs. Holland Jackson, Dr. Jackson, Mrs. Ivan Heron, Dr. Heron, Mrs. W. B. Hildebrand, 
Dr. Hildebrand, Dr. Lester Bibler, Mrs. Bibler, Dr. John R. Fowler, Mrs. Fowler, Mrs. Murland Rigby, Dr. Rigby, Mrs. John 
R. Bender, Dr. Bender, Mrs. Merrill Shaw, Dr. Shaw, Miss Frances Buecheler, Dr. William Buecheler, and an Academy guest. Drs. 
J. P. Sanders and William Shaw, also Board members, were not present. 
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Monday morning scene. With an enlarged registration total this year, 
the registration area looked like this many times during the Assembly. 


“would be the quickest and surest way to eliminate 
the family physician,” the delegates stated. 

Unanimously adopted was a resolution urging 
disciplinary action against Dr. Paul Hawley, 
executive director of the American College of 
Surgeons, for his recent statements in U. S. News 
and World Report, which laid the blame for fee- 
splitting and ghost surgery upon the general 
practitioner. This resolution called upon state 
chapters to acquaint their respective state medical 
societies with the damaging statements made by 
Dr. Hawley and to transmit a report of the of- 
fending remarks to the American Medical Associa- 
tion urging them to take remedial action at the 
earliest date. 

In a less explosive vein, the delegates voted to 
simplify the title of the Commission on Liaison 
with Blue Shield Medical Care Plans and Other 
Medical Insurance to the “Committee on Voluntary 
Prepaid Medical Care.” 

Honorary membership was awarded to two 
physicians who have done much in the interest of 
family doctors. Dr. Philip Thorek of Chicago was 
cited for his innumerable speeches which he has 
made at Academy meetings all over the country and 
Dr. Salvador Aceves of Mexico City was chosen for 
his untiring efforts in making possible the First 
International Congress of General Practice in 
Mexico City. 

On Thursday afternoon after the closing bell on 
the Assembly, the new Board of Directors gathered 
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for a short meeting. Dr. Ivan C. Heron of San 
Francisco was unanimously named chairman of 


‘the Board and Dr. Holland T. Jackson of Ft. 


Worth was re-elected treasurer. The Executive 
Committee is composed of Drs. Bryner, Hilde- 
brand, Heron, and Jackson. 

During the Assembly, the Building Committee 
under the expert leadership of its chairman, Dr. 
John R. Fowler, reported that $10,000 had been 
collected to further the building project. 

While their husbands were attending an out- 
standing scientific program planned under the 
guidance of Dr. Merlin Newkirk of South Gate, 
Calif. and his Committee on Scientific Assembly, 
the wives were being royally entertained at func- 
tions planned by Mrs. Norton J. Eversoll and her 
Ladies Entertainment Committee. 

Nearly 1,000 women attended the luncheon and 
fashion show in the Jefferson’s Gold Room. 

The social affairs were climaxed with the annual 
banquet Wednesday night, which was also at the 
Jefferson. Leonard Read, president of the Founda- 
tion for Economic Education, as banquet speaker, 
warned the family doctors not to get their profes- 
sion embroiled in the government. 

In the brief induction ceremony Dr. R. B. Robins 
received a standing ovation from the members and 
their wives as he turned the gavel over to Dr. 
U. R. Bryner, the new president. 

With banquet tickets long at a premium, the 
banquet room was packed and the overflow arrived 
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950 strong. The many smiling faces on the ladies who gathered in the Gold Room of the Jefferson Hotel for the 


luncheon-fashion show is an indication of the success of this event. Behind-the-scene planners were Mrs. N. J. 
Eversoll, chairman of Ladies’ Entertainment Committee, and Mrs.C. T. Shepherd, luncheon-fashion show chairman. 


at 10:30 p.m. for the dance which followed in the 
adjoining Ivory Room. 

On Thursday before workmen had started dis- 
mantling the myriad of exhibits and echoes had 
begun to ring in Kiel Auditorium, 300 doctors 
and their wives were turning their thoughts “south 
of the border.” The Academy Special was blow- 
ing its “all aboard” for the First International 


Congress of General Practice April 1 in Mexico 
City. A few planned a later departure by plane. 

Adieux in St. Louis were mingled with re- 
minders that next year’s meeting will be March 
22-25 in Cleveland. That will be another big show 
for the Midwest, Dr. John Mosher of Coeymans, 
New York, and his Committee on Scientific As- 
sembly promises. 


All aboard. A few of the doctors and their wives who were going to Mexico City for the 
First International Congress of General Practice are shown at the A.A.G.P. Special. 


Can FUNCTIONAL G. I. SPASM 


be relieved ... without 
“BELLADONNA BACKFIRE”? 


More and more published clinical studies continue 
to prove that BENTYL provides effective relief from 
pain, cramps and general discomfort due to func- - 
tional G.I. spasm . . . without “belladonna backfire.” @ 
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SAFE, DOUBLE-SPASMOLYSIS 


Another product of research hy 


mouth, 


7 : or 125 years 
New Yerk CINCINNATI! St. Themes, Ont. 


Trade-mark ‘“‘Bentyl”’ Hydrochloride 


Each capsule or teaspoonful syrup contains: DOSAGE: 
10 mg. Adults—2 capsules or 2 teaspoonfuls syrup 3 times daily, 
when sedation is desired before or after meals. If necessary repeat dose at bedtime. 
BENTYL...............--- 10 mg. In Infant Colic-—-4 to 1 teaspoonful syrup 3 times daily 


WITH PHENOBARBITAL ..... 15 mg. before feeding. 
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1. Antac id combinat jon 


2, Demulcen® 


3, antispasmodic 


Now you can add the 


“MISSING FOURTH” 
im peptic ulcer therapy 


4. ANT ILYSOZ yur! 


KOLANTYL INCLUDES THE IMPORTANT 4th FACTOR 


1. A SUPERIOR ANTACID COMBINATION (magnesium oxide and aluminum hydroxide, 
also a specific antipeptic) . 


2. A SUPERIOR DEMULCENT (methylcellulose, a synthetic mucin) . 


3. A SUPERIOR ANTISPASMODIC (BENTYL Hydrochloride) which provides direct 


smooth muscle and parasympathetic depressant qualities without “belladonna 
backfire.” 


4. INACTIVATION OF LYSOZYME—Laboratory research and clinical studies!.? indicate 
that lysozyme plays an important role as one of the etiologic agents of peptic ulcer. 
By inhibiting or inactivating lysozyme with sodium lauryl sulfate, KOLANTYL 
includes the important 4th factor toward more complete control of peptic ulcer. 


KOLANTYL 


DOSAGE: 2 Kolantyl tablets or 2 to 4 teaspoonfuls of 

Kolantyl Gel every 3 hours as needed for relief. 

1. Hufford, A. R., Rev. of Gastroenterology, 18:588, 1951 

2. Miller, B. N., J. So. Carolina M. A., 48:1, 1952 a Prescription pharmaceuticals for 125 years 
j York CINCINNATI St. Thomas, Ont. 
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AMA General Practice Section’s Program for June Announced 


Dr. E. I. Baumcartner of Oakland, Md., secretary 
of the Section on General Practice of the A.M.A., 
has announced the program for the section at the 
A.M.A. meeting June 1-5 in New York City. 

Other section officers, all Academy members, are: 
Dr. Richard A. Mills of Ft. Lauderdale, Fla., chair- 
man; Dr. L. C. Burwell of Los Angeles, vice-chair- 
man; and Dr. Charles E. McArthur of Olympia, 
Wash., representative to scientific exhibit. Dr. Les- 
ter D. Bibler of Indianapolis, Dr. Thomas E. Robin- 
son of Salt Lake City, Dr. Paul A. Davis of Akron, 
Ohio, and Drs. Baumgartner and Mills comprise the 
executive committee. 

The program is as follows: 


2:00 p.m. Tuesday, June 2 


Chairman’s Address, ‘‘The Family Doctor and Heart 
Disease with Emphasis on Its Iatrogenic Aspects,” 
by Dr. Mills. 

Panel conference and symposium on ‘Management 
and Mismanagement of the Failing Heart,” Dr. Harry 
Gold of New York, moderator. Participants will be Drs. 
Walter C. Alvarez, Chicago; E. Cowles Andrus, Balti- 
more; Marion A. Blankenhorn, Cincinnati; Henry A. 
Schroeder, St. Louis, and Drs. Arthur C. DeGraff, 
Arthur Fishberg, Walter Modell, and Irving S. Wright, 
all of New York City. 


2:00 p.m. Wednesday, June 3 


Election of Officers. 

Lecture, ‘General Practice Aspects of Pediatric 
Gynecology,” by Dr. Goodrich C. Schauffler, Portland, 
Ore. Discussion to be opened by Dr. Robert B. Green- 
blatt, Augusta, Ga. 

Lecture, ‘The Management of Cancer Pain,” by Dr. 
John J. Bonica, Tacoma, Wash. Discussion to be opened 
by Dr. Raymond Houde, New York. 

Lectures: “Stress and Tension,” by Dr. Paul William- 
son, Memphis. “The Esophagus and the General Prac- 
titioner,” by Dr. Philip Thorek, Chicago. “Diagnosis 
and Management of Abnormal Uterine Bleeding,” by 
Dr. Walter J. Reich, Chicago. Discussion to be opened 
by Dr. S. A. Mackler, Chicago. 

Lecture, “A Successful Method of Treating Measles 
Encephalitis with Typhoid Vaccine,” by Dr. Evelynne 
G. Knouf, South Pasadena and Dr. Albert G. Bower, 
Pasadena, Calif. 


2:00 p.m. Thursday, June 4 


Joint Meeting with the Section on Diseases of the 
Chest. Panel: The Diagnosis and Treatment of Cardiac 


GP « May, 1953 


E. Irving Baumgartner, M.D. 


Emergencies, Dr. Arthur M. Master, New York City, 
moderator ; Treatment of Left Heart Failure, Particular- 
ly Pulmonary Edema, Dr. Clarence E. de la Chapelle, 
New York City; The Treatment of Coronary Occlusion 
Including Shock, Dr. Herman L. Blumgart, Boston; 
The Treatment of Cardiac Arrhythmias, Dr. Myron 
M. Prinzmetal, Beverly Hills, Calif. 

Panel: The Diagnosis and Treatment of Surgical 
Emergencies of the Chest, Dr. Ivan Baronofsky of 
Minneapolis, Minn., moderator; Thoracic Vascular 
Emergencies, Dr. Frank L. A. Gerbode, San Francisco; 
Emergencies of the Lung and Esophagus, Dr. J. Gordon 
Scannell, Boston; Chest Wall Injuries, Dr. Donald 
Paulson, Dallas, Tex. 

Open discussion on the panels will be led by Drs. 
U. R. Bryner of Salt Lake City; I. Phillips Frohman, 
Washington, D. C.; A. R. Marsicano of Columbus, 
Ohio; Charles E. Smith of Terra Alta, W. Va.; and 
Dr. Mills. 


Colorado Medical Groups Set Pattern 
For Jointly-Sponsored Study Programs 


Cotorabo has shown that a successful postgraduate 
program can be sponsored jointly by all medical 
organizations within a state. There, the State Med- 
ical Society and its county medical societies, the 
Colorado chapter of the A.A.G.P., and certain 
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long-acting local anesthetic-analgesic 


Clinical experience with EFOCAINE in over 1,000 patients is 
now recorded in the medical literature. This experience, 
summarized above, demonstrates unequivocally sate 

that EFOCAINE achieves at last a long-sought goal in medicine 


1. Ansbro, F. P., and others: Anesthesiology 13:306, 1952. 2..lason, A. H., and Shattel, H. E.: Postoperative Pain Control, 


nted 
before the Section on Anesthesiology of the Ameri Medical A iati i “R.. 
e American Medical Association, Chicago, Ill., June 10, 1952. 3. Deaton, 


J. Kansas M. Soc. 53:230, 1952. 6. Gross, J] M., and others: N York State J. Med. 52:1413 1) 1952. 7 P S. E.: Arch 
Otolaryng. 56:59, 1952. 8. Cappe, B. E., and Pallin, I. M.: Pract & Treat. 3:739, 


. Detailed literature available upon request. 


clinically confirmed... 


for prolonged, non-narcotic control of pain 


in surgery of the head, neck and extremities!.2 


Postoperatively 35 patients required no narcotics, another 24 required only 1 or 2 doses; 
no patient required more than 4 doses. 


in thoracic and upper abdominal surgery and chest pain!.2.3.4 

Postoperative intercostal nerve block with Efocaine allowed patients to breathe deeply 
and cough freely without pain, obviated the need for respiration-depressing 

narcotics —“an effective means of preventing postoperative pulmonary complications.”’4 
“...more than 50 blocks for miscellaneous chest pain. were all successful.’’4 


in lower abdominal surgery!.2 
Convalescence was pleasanter and early ambulation was facilitated 


with Efocaine. In one group of 285 patients, 87 required no postoperative narcotics, 
and 14] needed only | or 2 doses.2 


in anorectal and vaginal surgery, pruritus ani!.2.5.6 

“A dramatic relief of postoperative pain ...in almost every instance... 
postoperative narcotic requirements were virtually eliminated.”5 

“All of the patients with pruritus ani were benefited by .. . Efocaine.”6 


following tonsillectomy’ 


“The results... were most dramatic. A high degree of local pain control 
was achieved in every instance.” 


after episiotomy® 


“A high degree of episiotomy pain-relief was obtained ... patient morbidity was greatly 
teduced, and a more pleasant convalescence achieved.” 


in minor and office surgery! 
Relief of postoperative pain was excellent in 76% of the group, good in the remaining 24%. 


and surgery: prolonged, non-narcotic pain control. aqueous-miscible 
igie injecuon no vasoconstrictors 


produces 6-12 days local anesthesia-analgesia 
provides dramatic, long-lasting relief of pain 
» virtually eliminates postoperative narcotics 


616, 1952. 4. Puderbach, W. J., and others: Journal Lancet 72:203, 1952. 5. Tucker, C. 


lution, is supplied in 20-cc. multiple-dose vials. 


E. FOUGERA & CO., INC. 
75 Varick Street, New York 13, N. Y. 


*T.M. 


hospitals co-operate with the University of Colo- 
rado in conducting regular short courses in ten 
locations. 

The courses are organized and arranged by the 
members of the faculty and local practitioners. A 
teaching team from the University of Colorado is 
sent out to co-operate in the teaching clinics at the 
hospitals. In some cases, the programs are conduct- 
ed once a month and in others they are set up on 
a quarterly basis. 

Dr. Cyrus W. Anderson, program chairman of 
the Colorado chapter, is also a member of the pro- 
gram committee of the State Medical Society. Such 
an arrangement provides for close co-ordination of 
courses for general practitioners. 


Massachusetts Joins States Having 
Jointly-Sponsored Postgraduate Programs 


As A result of a survey conducted in Massachusetts 
a co-ordinated series of continuation study courses 
under a jointly-supported ‘‘Postgraduate Medical 
Institute” is under way now on a year-round sched- 
ule. 

A year ago the Massachusetts Medical Society, 
in collaboration with the Massachusetts chapter of 
the A.A.G.P., the medical schools, and other orga- 
nizations in the state concerned with postgraduate 
medical education conducted a survey on the 
subject. 

The result is that the Institute is now conducting 
two- or three-hour weekly courses in a number of 
hospital and medical centers throughout the year. 
For example, a weekly course on general medicine 
was held at the Burbank Hospital in Fitchburg dur- 
ing January, February, March, and April. A full 
year’s schedule of the programs is available. 

Copies of the program may be obtained from the 
Postgraduate Medical Institute, 22 The Fenway, 
Boston 15, Mass. 

Dr. Harold F. Brown, a member of the A.A.G.P. 
Commission on Education, and Dr. John R. Fowler 
have represented the Massachusetts chapter in the 
joint program. 


GP’s Publication Committee Chairman 
Has Lead Article in Nursing Journal 


A COMPLETE annual physical examination is an ex- 
cellent and inexpensive form of health insurance, 
Dr. Arthur N. Jay of Indianapolis, Ind., advocates 
in a recent issue of The American Journal of Nursing. 
The examination, termed routine, may be mis- 
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The chairman of GP’s Publication Committee, Dr. Arthur 
N. Jay of Indianapolis Ind., writes in other journals too. 
He is author of “What Is a Routine Physical Examina- 
tion?” published in the February issue of The American 
Journal of Nursing, official organ of the American Nurses’ 
Association and of the National League of Nursing Education 


leading, he points out. It should not imply a fast, 
easy once-over of the human anatomy but rather a 
complete physical examination which should be an 
annual feature in everybody’s life. 

In defining a routine examination he explains 
that in general no complete examination can be 
concluded in less than an hour and many take much 
more time. Too often only simple laboratory tests 
are made. A full and complete medical history of 
the patient is of paramount importance—often more 
important than the physical findings, Dr. Jay in- 
sists. 

No physician should endeavor to do any exam- 
ination without having the patient disrobe, but the 
doctor is advised to take all precautions to avoid 
unnecessary embarrassment to the patient. 

Dr. Jay describes the step-by-step examination 
from head to toes. He accents that a pelvic exam- 
ination must always be done on the adult nonvirgin 
woman. In men, the scrotum and testicles should be 
examined. In both sexes, a rectal examination is 
imperative. 

He asks, “Can a person be certain of getting a 
thorough examination?” Having a family doctor is 
the best solution. He advises that patients and the 
doctor talk over beforehand the type of examination 


to be done and the fee to be charged. 
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everyone 
loves a 
fat man 


except 


statistics 


heart disease 42% 


cerebral hemorrhage 59% 
nephritis 91% 
diabetes 283% 


cirrhosis 149% 


appendicitis 123% 


gallstones 106% 


Percentage figures apply to overweight men 
and indicate increased mortality above that 
expected on the basis of standard experience. 
(Stat. Bull. Met. Life Ins. Co. 32:10:1, 1951) 


When weight control is a consideration, think 
of Cycotin -- for double-acting control of normal 
hunger. Cycotin is distinguished for its: 


High content of the satiating non-nutritional bulk 
of hydrophilic methylcellulose (500 mg. per tablet) 
for physiological reduction of appetite, and 


Low dosage of d-amphetamine phosphate (2.5 mg. per tablet) 
for psychologic elevation of mood. 


Dosage: 
Two tablets with water 
three times daily before meals. 


Reed & Carnrick "ome ines 1860 
A: Jersey City 6, N. J., Toronto, Ont. 
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Dr. W. R. Stovall Reports Progress 
On Civil Aviation Medicine Institute 


ENCOURAGING progress is being made in planning an 
Institute of Civil Aviation Medicine, Academy mem- 
ber Dr. W. R. Stovall of Washington, D.C., chief 
medical officer of the Civil Aeronautics Adminis- 
tration, has just reported. 

Dr. Stovall, also president of the Aero Medical 
Association says that at least one medical school is 
actively interested in the project. The institute will 
be a center of research and education. He says that 
the air force and navy possess such centers but 
civilian aviation medicine does not. 

‘Civil aviation medicine, in its present state of 
development cannot meet the requirements of cur- 
rent civil aviation,” said Dr. Stovall. ‘It is the 
weakest area in the scientific and technological sup- 
port of all phases of operation and safety.” 

He said that air line medical directors are too 
busy with clinical duties to devote appreciable time 
to aviation medical development. Dr. Stovall added 
that it would be imperative that the proposed insti- 
tute be developed and operated in conjunction with 
a university medical center. 


Encourage Men To Go into General Practice 
Theme of New England Education Meeting 


Memsers of New England and New York state chap- 
ters’ education commissions invited the deans of 
Boston, Tufts, and Harvard medical schools and 
two noted hospital directors to round out their 
program on “Education for General Practitioners” 


W. R. Stovall, M.D. 


at a recent regional meeting of the Commission on 
Education in Boston. 

This discussion included ways and means to en- 
courage more men to become general practitioners 
and to gain ideas on improving each state’s post- 
graduate education programs, according to Dr. 
Harold F. Brown, regional director, who presided 
at the meeting. 

The following represented their state chapters: 
Dr. Jacques Vorhees, Connecticut; Dr. P. C. Mar- 
ston, Maine; Dr. Brown, Massachusetts; Dr. Wil- 
liam Putnam, New Hampshire; Dr. F. C. Bratt, 


Around postgraduate study table. At the New England regional meeting are (standing, left to right) Dr. B. F. Elder, Dr. B. 1. 
Fielding, Dr. H. F. Brown, Dr. P. C. Marston, Dr. P. F. Fortin, Dr. F. C. Bratt, Dr. R. A. Draper, and Dr. R. J. 
Kraemer. Seated (left to right) are Dr. S. E. Chalfen, Dr. J. G. Simmons, Dr. James Faulkner, Dr. Dwight O’ Hara, Dr. 
Samuel A. Proger, Dr. T. Stewart Hamilton, Dr. W. F. Putnam, Dr. H. M. Rowe, Dr. A. C. Murray, and Dr. H. A. Kelly. 
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Combined action of bacitracin and 


polymyxin, topically effective 
against mixed bacterial flora of 
mouth and throat. 


Antibiotic 


B citracin-Polymyxin B Troches 


Virtually non-sensitizing, bacitracin 


and polymyxin may be used topi- 
Candeties cally without significant local re- 
action—or sensitizing the patient 
against systemic therapy. Bacterial 
resistance is minimal. 


Orange ored 


a pleasant, candy-like troche to 


encourage patient acceptance. 


Candettes antibiotic troches 


polymyxin B 1,000 units (0.1 mg.) 
bacitracin 50 units 


# TRADEMARK, CHAS. PFIZER & CO., INC. 


World’s Largest Producer of Antibiotics 


Antibiotic Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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New York; Dr. R. J. Kraemer, Rhode Island; and 
Dr. H. M. Rowe, Vermont. 

Each of these men presented a review of his 
chapter’s educational activities and aims. Dr. James 
Faulkner, dean of Boston University Medical School, 
and Dr. Dwight O’Hara, dean of Tufts Medical 
School, discussed ‘How Our Medical Schools Pre- 
pare Their Students for General Practice.” Dean 
George Berry of Harvard Medical School was unable 
to attend. 

**How Our Internships Are Preparing Physicians 
for General Practice” was also a topic of discussion. 
Dr. T. Stewart Hamilton, director of Newton- 
Wellesley Hospital and past president of the Mas- 
sachusetts Hospital Association, and Dr. Samuel A. 
Proger, physician-in-chief of the New England Med- 
ical Center and Pratt Diagnostic Clinic, Boston, 
said a two-year rotating or general internship is 
necessary. Interns must see how a doctor’s office is 
run and a preceptorship at the end of his internship 
would be an ideal way to train, educate, and orient 
these men for their future in general practice, the 
two men concluded. 

Eight Massachusetts chapter officers attended 
this meeting as observers. They were Drs. S. E. 
Chalfen of Cambridge, R. A. Draper of Dorchester, 
B. F. Elder of Hingham, B. I. Fielding of Worcester, 
P. F. Fortin of New Bedford, H. A. Kelly, and A. C. 
Murray of Winthrop, and J. G. Simmons of Fitch- 
burg. 


Medical News in Small Doses: 
GP’s Medical Editor, Dr. Hugh H. Hussey of Wash- 


ington, D.C., recently presented a series of lectures 
in New York state as one of a traveling team sent 
by Georgetown University Medical School. Pro- 
grams were presented at Mercy Hospital in Buffalo 
and St. Mary’s Hospital, Rochester. Dr. Hussey 
spoke on cardiac pain at the St. Mary’s Hospital 
program. St. Mary’s has established a department 
of general practice and is co-operating with the 
A.A.G.P. in promoting educational objectives. Dur- 
ing Dr. Hussey’s stay, the Rochester chapter hon- 
ored him with a dinner. . . . The Academy was 
prominently represented at the Eighth National 
Rural Health Conference in Roanoke, Va., recently. 
Among those attending were Dr. J. P. Sanders of 
Shreveport, La., a past president; Dr. Fred Hum- 
phrey of Ft. Collins, Colo., a past vice-president; 
Dr. Murland Rigby of Rexburg, Idaho, member of 
the Board of Directors; and Dr. John O. Boyd, Jr., 
of Roanoke, Va., a past director. . . . Dr. S. A. 
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PERMANENT BINDING FOR YOUR GP COPIES 


The desire to preserve the issues of GP for 
permanent reference has brought an increasing 
number of inquiries from subscribers for advice as 
to where they can have this binding done. As a 
result of some extensive investigation, we feel 
that the most satisfactory and economical results 
can be obtained by selecting a capable bindery, 
specializing in this type of work, which will follow 
our specifications and produce an attractive, well- 
bound book, at a reasonable price. 


We are pleased to announce that PABS (Pub- 
lishers Authorized Binding Service) 308 West 
Randolph Street, Chicago 6, Illinois, has been 
selected as offering this type of service. They will 
bind six issues of any volume in the best grade of 
washable **GP Blue” buckram, with gold stamping 
on the spine and the subscriber’s name in gold on 
the front cover. The cost is $3.60 per volume. 
Send the six issues to Chicago, express or parcel 
post prepaid, with check or money order payable 
to PABS. The bound volume will be returned, 
transportation prepaid. by the bindery. 
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Plan Co Attend? 


Acapemy chapter meetings and 
postgraduate courses, as well as 
other medical meetings in which 
general practitioners will have an 
interest, will appear here monthly. 


May 4. Kansas chapter, annual meeting with the 
Kansas Medical Association, Wichita, Kansas. 


May 11-13. Aero Medical Association, 23rd annual 
meeting, Biltmore Hotel, Los Angeles. 


May 13-14. Cuyahoga (Ohio) County chapter, post- 
graduate course for general practitioners, Cleve- 
land Clinic Foundation, Cleveland. 


May 22-24. Pennsylvania chapter, fifth annual meet- 
ing, Bedford Springs Hotel, Bedford, Pa. 


May 26. Eastern Colorado Medical Society et al, 
postgraduate clinic day, Memorial Hospital, 
Burlington, Colo. 


May 28-31. American College of Chest Physicians, 
annual meeting, Hotel New Yorker, New 
York City. 


June 3. New Hampshire chapter, postgraduate semi- 
nar, Sceva Speare Memorial Hospital, Plymouth, 
N. H. 


June 7-9. American College of Cardiology, second 
annual convention, Hotel Statler, Washing- 
ton, D.C. 


June 15-19. University of California School of Medi- 
cine, conference on general surgery, Medical 
Center, San Francisco. 


June 22-26. University of California School of Medi- 
cine, pediatrics conference, Medical Center, 
San Francisco. 


June 24-25. Wisconsin State Medical Society, post- 
graduate circuit courses at Hayward and 
Minocqua, Wis. 


June 28-July 2. American Society of X-ray Tech- 
nicians, First International Convention, Royal 
York Hotel, Toronto, Canada. 


July 8-11. University of Utah College of Medicine, 
postgraduate course in public health, ap- 
proved for A.A.G.P. study credit, Salt Lake 
City, Utah. 


July 13-17. Saranac Lake Medical Society and Adi- 
rondack County (New York) chapter, second 
annual tuberculosis symposium for g | prac- 
titioners, Saranac Lake, N. Y. 


Garlan of New York City has been appointed vice- 
chairman of the Sub-committee on Hotels for the 
A.M.A. June Annual Session in New York City. 
. .. Academy member, Dr. Charles E. Sheppard of 
Hutchinson, Minn., is author of an article, ‘“The 
Medical School in Relation to Medical Practice in 
the State,” in a recent issue of Minnesota Medicine, 
which is published by the Minnesota State Medical 
Association. ... Dr. Mary E. Johnston of Tazewell, 
Va., is the new secretary-treasurer of the Tazewell 
County Medical Society. . . . The diamond anniver- 
sary of medical progress was observed at the First 
Western Hemisphere Conference of the World 
Medical Association April 23-25 in Richmond, Va. 
. . . Continuing a three-year trend, the number of 
students applying for admission to the nation’s 
medical schools declined again this year, according 
to the official study of 1952-53 applicants by John 
M. Stalnaker, director of studies for the Association 
of American Medical Colleges. Some 3,150 persons 
applied this year. This means that competition 
among the medical schools for high-ranking stu- 
dents is increasing. Mr. Stalnaker notes the lack of 
qualified candidates can be serious in states that 
have residency requirements. . . . New speaker of 
Wisconsin State Medical Society’s House of Dele- 
gates is Dr. G. E. Forkin of Menasha. Dr. W. B. 
Hildebrand, also of Menasha, president-elect of the 
A.A.G.P., is a member of the Wisconsin Medical 
Society’s Committee on Hospital Relations. . . . 
The National Health Council’s Thirty-third annual 
meeting was held March 18-20 in New York City. 
The Academy’s immediate past-president, Dr. R. 
B. Robins, co-chairman of a group appointed to in- 
vestigate the possibilities of organizing health serv- 
ices more effectively, was unable to attend because 
of the A.A.G.P. Scientific Assembly in St. Louis. 
He was represented by Dr. Charles L. Farrell of 
Pawtucket, R.I. Mrs. Oswald B. Lord, new U.S. 
representative to the United Nations Commission 
on Human Rights, is president of the National 
Health Council. ... The American Federation of 
the Physically Handicapped, Inc. held its third 
National Conference on Placement of Severely 
Handicapped March 23-25 in Washington, D. C. 
Members of panels and workshops discussed the 
medical, educational, counseling, and placement 
aspects of employment of the severely handicapped, 
who number approximately 7,000,000 out of the 
total 30,000,000 handicapped. ... On March 30 
the Brazilian Medical Association estimated that 
13,000 physicians had launched a 24-hour strike 
to support demands for better pay. 
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Consider 


the Advantages 


Pentothal 
in ‘BALANCED’ 


ANESTHESIA 


ABOUT 93% of the patients WILLIAM WARD BEECHER 
were awake or reacting at the time 
they left the operating room. There 


was no post-anesthetic depression. ® Consider these conclusions from a recent study of combined ether- 


““_..,.Nausea and vomiting were PENTOTHAL anesthesia. They emphasize the value of PENTOTHAL 
minimal with this type of anesthe- Sodium as a complement to other anesthetic agents. Under the 
sia, and patient acceptance was widest variety of circumstances, in minor or major procedures, 
very good.... PENTOTHAL is being used both as a primary and as a supplementary 

“No laryngeal spasm has been anesthetic agent. Intravenous anesthesia with PENTOTHAL offers 
encountered during several hun- decided advantages: Induction is rapid, smooth, easy. Recovery is 
dred anesthetizations with the tech- short and pleasant. Psychic shock is minimized. 
nique described.” Incidence of postoperative complications is low. Abbott 


FOR INTRAVENOUS ANESTHESIA ‘p0co->— Pp E N 7 O 7 H A L 


Sodium 


1. Paulson, John A.(1952), Thiopental Sodium 
and Ether Anesthesia, J.A.M.A., 150:983, Nov. 8. (STERILE THIOPENTAL SODIUM, ABBOTT) 


-16-53 
ae 


JEAN CALOGERO 


nightmare Fear. 


no pain... no memory 


"Ture are no frightening, distorted visions of the operating room. There is 
only dreamless, untroubled sleep when your pediatric patient is prepared for surgery 
with rectal administration of PENTOTHAL Sodium. 
The child goes to sleep in the security of his own room before surgery, wakes up 
there afterward. He never sees surgery’s blinding lights, the gowned, masked figures, 
never experiences the trapped and smothering fear of an appliance being lowered over his face. 
Controlled, individualized dosages permit levels from preanesthetic sedation or hypnosis 
to basal anesthesia . . . and with a relatively wide margin of safety. If general anesthesia is desired, 
Rectal PENTOTHAL reduces the dosage of inhalation agents. With Rectal PENTOTHAL, 
emergence delirium and postanesthetic nausea are minimized. In a variety 


of short, minor procedures, Rectal PENTOTHAL may serve as the sole agent. tt 


Pentothal sodium by Rectum 


{Thiopental Sodium, Abbott) 


3 
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NEWS FROM 


THE STATE CHAPTERS 


THE possibility of an Academy chapter being formed 
in British Columbia became more evident at the 
March 20-21 special session of the general practice 
section of the British Columbia Medical Association. 
Academy member, Dr. Charles E. McArthur of 
Olympia, Wash., was guest speaker at this session. 
His subject was “The Washington State Academy 
of General Practice.” 

There is considerable interest in forming a gen- 
eral practice organization in British Columbia but 
whether the physicians there choose to form their 
own national organization or become a chapter of 
the A.A.G.P. remains to be seen. In the present 
general practice section of the British Columbia 
Medical Association, Dr. J. F. Sparling of New 
Westminster is section chairman. Dr. J. P. Well- 
wood, Dr. Tim McCoy, and Dr. J. H. Black were 
members of the convention committee. 

Wisconsin’s chapter president, Dr. Jerome Fons 
of Milwaukee, told physicians attending a recent 
meeting of the Manitowoc County chapter that 
“The family physician stands as the bulwark of free 
enterprise.” The county chapter was host to mem- 
bers of the Manitowoc County Medical Society at 
this meeting. Dr. Fons pointed out that family phy- 
sicians treat 85 per cent of the nation’s ills, give 
of their time to civic affairs and through the 
A.A.G.P. make postgraduate study mandatory. He 
concluded that the Academy has “no quarrel with 
special groups.” 

The spring clinical assembly of the Massachusetts 
chapter was held April 15 in Boston. A full day’s 
scientific program included lectures on varicose 
veins, thrombophlebitis, arterial diseases, convulsive 
disorders, shock therapy, and peripheral vascular 
diseases. During the morning program there were 
two sessions of questions and answers. 

One of the most notable achievements of the 
New York State chapter has been its leadership in 
the field of medical education with special emphasis 
on postgraduate medical education. In co-operation 
with the Medical Society of the State of New York 
and the New York State Department of Health, a 
Joint Commission on Postgraduate Medical Educa- 
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An attentive quartet listens to what Dr. Jerome Fons (seated on 
right), Wisconsin chapter president, has to say. Seated left to 
right are Dr. Leon D. Sobush, secretary of the Manitowoc County 
chapter, and Dr. Wallace Marshall, county chapter president. 
Standing behind Dr. Marshall is Dr. Erwin C. Cary, first Mani- 
towoc County chapter president and a past state chapter president. 
Standing next to him is Dr. Nelson Bonner, past secretary of the 
county chapter. 


tion has been formed. The chapter has the follow- 
ing objectives: 

(1) Sound financial underwriting of the costs of 
operation; (2) appointment of an executive secre- 
tary of the Commission; (3) practical research and 
postgraduate education programs with a view to 
formulation of plans and policies; (4) co-ordination 
of all facilities of postgraduate medical education, 
with special linkage to medical schools and centers ; 
(5) over-all supervision of activities in this field. 

Dr. J. N. Carmichael of Fairfield, Ala., took over 
the reins as president of the Alabama chapter at 
the annual meeting in Birmingham. Dr. John E. 
Foster, Lineville, is the new president-elect. At this 
meeting the chapter voted to increase its state dues 
to $15 for each active and emeritus member who 
has been in the group more than one year. 

The Hospital Committee of the Wayne County 
(Michigan) chapter has sent out a questionnaire 
to 14 of the larger hospitals in the territory in an 
effort to re-evaluate the information published by 
the A.A.G.P.’s Hospital Committee from data gar- 
nered in a similar request several years ago. 

Dr. Theodore E. Woodward of the University of 
Maryland discussed “The Present Status of Anti- 
biotic Therapy” at a recent meeting of the St. Louis 
(Missouri) chapter. 
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Microphotographs of Biz crystals. Their molecules 
are relatively mammoth in size—the largest of the 
water-soluble vitamins. And vitamin By» is as excep- 
tional in potency as it is in size. 


Mammoth molecule 


effective 


in microscopic dosage 


In addition to specific hematopoietic activity, evi- 
dence continues to accumulate that in malnutrition, 
chronic illness and retarded growth in children, vita- 
min By: supplementation vields *. . . statistic ally sig- 
a ant enhancement of weight gains... 


a Pa, 
. Chow, B.F.: Southern M.J. 45:604, July, 1952 : 3 oi | 


CRYSTALLINE Vitamin B,. TABLETS ELIXIR INJECTABLE 


Vitamin B,.»—only nutrient 


therapeutically active 


in microgram dose 


Philadelphia 1. Pa. 


Repiso., vitamin Bi is available as soluble 
tablets; 25 meg. crystalline vitamin By, vials 
of 36, bottles of 100; 50 mcg., vials of 36. 
Repisow Elixir, 5 meg. per 5 cc., in pint 
Spasaver * and gallon bottles. Revisor Inject- 
able, 30 meg. per ce., in 10 ce. vials; 100 meg. 
per cc. in 10 ec, vials. 
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A joint meeting of the University of Oregon Med- 
ical School Alumni and the Oregon chapter was held 
April 22-24 at Portland. Two members of the Uni- 
versity of Utah Medical School faculty were guest 
speakers at the chapter’s program. 

The Southwestern Idaho chapter has elected Dr. 
Henry Wesche of Nampa as its president for 1953. 
Dr. Lewis F. Lesser of Boise is vice-president, and 
Dr. J. T. Brunn, Meridian, secretary. 

The Third Annual Scientific Assembly of the 
Virginia chapter will be held May 7-8 in Richmond. 
The annual business meeting with the election of 
officers and annual reports will be held the opening 
day. Dr. J. S. DeTar of Milan, Mich., will be guest 
speaker at the banquet this year. 

‘Family physicians must be more prompt in re- 
porting cases of tuberculosis if a unified effort to 
control the disease is to be successful,” Dr. William 
E. Apperson, assistant tuberculosis director for the 
state agency, told members of the Richmond (Vir- 
ginia) chapter at a recent meeting. He said thou- 
sands of tuberculosis cases are never reported until 
they appear on death certificates. At this meeting 
Dr. R. G. McAllister was installed as president. 

Dr. Richard G. Fort of Glenview, IIL. has been 


The cardiotonic effect of 
PURODIGIN® (Crystal- 
line Digitoxin Wyeth) dim- 
inishes gradually, making it 
easy to maintain the patient 
steadily at the level of digi- 
talization needed—with a 


single dose daily. 
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re-elected unanimously to serve another year as 
president of the North Suburban branch of the Mli- 
nois chapter. Also re-elected were Dr. F. M. Quinn 
of Chicago, vice-president, and Dr. A. J. Faber of 
Des Plaines, secretary- treasurer. 

Dr. Edgar Mayer, professor of medicine at New 
York University, was guest speaker at a joint meet- 
ing of the Honolulu (Hawaii) chapter of the 
A.A.G.P. and the Honolulu Branch of the American 
College of Chest Physicians recently in Honolulu. 

New officers of the Oklahoma chapter are Dr. 
Allen Gibbs of Oklahoma City, president; Dr. Ed 
Cook of Anadarko, president-elect; Dr. Marshall 
Hart of Tulsa, vice-president; and Dr. Warren 
Poole of Oklahoma City, secretary-treasurer. 

The Cuyahoga County (Ohio) chapter is spon- 
soring a postgraduate course for general practi- 
tioners May 13—14 at the Cleveland Clinic Institute. 

A joint meeting of the Connecticut chapter and 
the Connecticut Medical Association was held April 
28 at Hamden. Speakers appearing on the chapter’s 
scientific program were Dr. J. P. King, who dis- 
cussed ‘‘Cancer in Childhood,” and Dr. H. Shwach- 
man, who talked on “Nutritional Diseases in In- 
fancy.” 


R) 
Philadelphia 2, Pa. 


The cardiotonic effects of 
all glycosides other than digi- 
toxin are dissipated rapidly, 
making it virtually impossible 
to maintain the patient 
smoothly with a single 
daily dose. 
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in the treatment of osteoporosis... 


... estrogen and 
androgen go together ‘like needle 
and thread’ to provide a dual approach for 
maximum efficiency. *‘Premarin’’ with Methyltestosterone 
combines these two steroids which, together, have a 
greater effect on bone and protein metabolism than either 
one alone. The value of such therapy has been 
clearly defined by Reifenstein* and others. 


*Reifenstein, E.C., Jr., in T. R.: Principles of Internal 
Medicine, Philadelphia, The Blakiston Company, 1950, p. 655. 


Ayerst, McKenna & Harrison Limited 
New York, N. Y. * Montreal, Canada 


“PREMARIN: 


with 
METHYLTESTOSTERONE 


for combined estrogen-androgen therapy 
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The Waterbury (Connecticut) chapter held a | 
meeting April 2 which was highlighted by the doc- | 
tors attending the cardiac grand rounds at St. | 

| 


Mary’s Hospital. Three New York City physicians 
discussed various phases of cardiology. 

The Hartford (Connecticut) chapter had a din- 
ner-dance at Tumble Brook Country Club in Bloom- | 
field on March 8. | 

The Minnesota chapter announces that it will hold 
a banquet May 18 as a part of the Centennial Meet- 
ing of the Minnesota Medical Association. This ban- 
quet will be open to all physicians. Guest speakers 
will be Dr. Harold Diehl, dean of the University of 
Minnesota Medical School; the Honorable C. Elmer 
Anderson, Governor of the state; and Dr. Walter 
Judd, congressman from Minnesota. 

The Pennsylvania chapter will hold its fifth 
annual meeting May 22-24 at the Bedford Springs 
Hotel in Bedford. Highlight of the sessions will 


ABOUT IT! 


EXTRA Power 
EXTRA Time saving 


be the presentation of medical papers by repre- | . ra convenience 
sentatives from the Mayo Clinic, Rochester, Lahey . 
© The Model SW 660 Diathermy 
Clinic, Boston, and the University of Pennsylvania | 
a Medical School, Philadelphia. PF SYMBOL OF DEPENDABILITY AND PERFORMANCE 


Recently the Pennsylvania chapter held its | 

tre LIEBEL-FLARSHEIM company 
first Sectional Officers’ Conference in Harrisburg. | CINCINNATI 15, OHIO 

A large attendance was reported. | 


— WHEN EMPHASIS IS ON QUALITY 


RECOMMEND () M EX 


Scientific attention to family planning is 


a privilege of modern woman. Vital in- 
volvements require adherence to proven 
Quality. Since needs are individual, the 
physician plays an important part in 
supplying the correct contraceptive meth- 
ods. The KOROMEX methods has a 
history of proven Quality earned 


ACTIVE 
INGREDIENTS: 
BORIC ACID 2.0% 
OXYQUINOLIN 
BENZOATE 0.02% 
AND 


through many years of use. 


* We'll be happy 
to send literature 
on request. 


PHENYLMERCURIC 
ACETATE 0.02% 
IN SUITABLE 
JELLY OR 


CREAM BASES 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. * 145 HUDSON STREET, NEW YORK 13, N.Y. * MERLE L. YOUNGS, PRESIDENT 
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PARASYMPATHOLYTIC ACTION 


GASTRO-INTESTINAL SPASM 


means dependable relief of 


Homatropine methylbromide is parasym- 
patholytic (therefore spasmolytic) in all 
therapeutic dosages. Since many drugs are 
parasympathomimetic in customary dos- 
ages and parasympatho- 
lytic only in high dosages 
attended by disturbing 
side effects, homatropine 
methylbromide is pre- 
ferred for dependable 
relief of gastro-intestinal 
spasm. 


In Lusyn the spasmolytic 
efficacy of homatropine 
methylbromide is rein- 
forced by phenobarbital 
to allay emotional ten- 
sion. The alukalin pres- 
ent provides welcome 
antacid-adsorbent effi- 
ciency. 


Indicated in intestina) 
spasm, biliary spasm, py- 


PARASYMPATHETIC BLOCKING AGENT 


Homatropine methylbromide 
relieves gastro-intestinal spasm 
by preventing the action 

of acetylcholine on 

smooth muscle cells. 


lorospasm, cardiospasm, 
and irritable colon. 
EACH TABLET CONTAINS: 


Homatropine methylbromide 5 mg. 
(increased from 2.5 mg.) 

Alukalin (activated kaolin 300 mg. 
Phenobarbital 15 mg. 
(increased from 8 mg.) 

SUPPLIED: Bottles of 100, 500, and 1000 tablets. 


MALTBIE LABORATORIES. INC., NEWARK 1, N. J. 


LUSYN?® 
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BUILDING FUND CLIMBS AGAIN 


Tue St. Louis Assembly was a very satisfactory 
meeting for Dr. John Fowler’s Building Committee, 
as well as for the nearly 6,000 people who were 
registered, because it produced over $10,000 in 
additional cash and pledges. 

Of equal importance was the opportunity pro- 
vided by the Committee’s exhibit for Academy 
members to examine the plans and location of the 
proposed building, and to study the several charts 
that demonstrated the need for it. 

Thanks in part to the additional returns from the 
Assembly, March was a very successful Building 
Fund month, with total cash contributions of 
$9,053.61. Missouri led in the month’s totals with 
$1,195, Illinois had $800, while Massachusetts, New 
York, and Ohio were bunched together with $635, 
$605, and $600 respectively. 

In grand totals (cash), Texas continues in first 
place with $8,372, California is second with $7,306, 
Missouri has $6,575 to regain third place, with Ohio 
pushing close behind with $6,040. At least six other 


IN MARCH 


states have promised renewed efforts to improve 
their standings during the spring and early summer 
months. 

At the Board of Directors meeting on March 26, 
Dr. Fowler was able to announce that the Fund was 
within $30,000 of the point at which construction 
could be authorized. He also expressed the hope 
that, before the end of this calendar year, every 
member of the Academy will have made contribu- 
tions and pledges sufficient to cover the entire cost 
of the building. That would enable the Committee 
to proceed with the construction, secure in the 
knowledge that future contributions had been 
pledged, sufficient to meet the payments on what- 
ever portion of the cost that must be financed 
through banking interests. 

There seems every reason to share the Commit- 
tee’s confidence that ground will have been broken 
for the new Headquarters by the time of next year’s 
Assembly in Cleveland—with occupancy assured 
by the end of 1954. 


Z ymenol 


EMULSION 
with Brewers Yeast 


TABLETS and GRANULES 

sodium carboxymethylcellulose 
containing debittered brewer's 
dried yeast fortified with Vitamin 


* Non-habit forming 

@ Vitamin-B Complex from 
healthful brewers yeast 

@ Mild, gentle . . 

B-1 @ No irritants or flushing —_ 


yet effective 


EFFECTIVE 
BOWEL 
MANAGEMENT 


CLIP AND MAIL THIS COUPON 


CITY 


OTIS E. GLIDDEN & CO., INC. PLEASE LJ Zymenol EMULSION 
| WAUKESHA 20, WISCONSIN SEND [0 Zymelose TABLETS 
SAMPLES [] Zymelose GRANULES 


GP « May, 1953 


Safe, Easy Laxation | 
f 
for Your Patients...from 
Pediatrics to Geriatrics 


in Mephate ‘Robins’, the clinical usefulness 
of mephenesin per os has been significantly 
heightened by the inclusion of glutamic acid 
hydrochloride, which improves absorption and 


enhances effectiveness for many patients otherwise 
unresponsive.* Provides a relaxant effect on skeletal 
muscle spasm; an ameliorating effect on tremor; 

and a relief of anxiety without dimming consciousness. 
Particularly helpful in abnormal neuro-muscular 
conditions such as rheumatic disorders, disc syndromes 
and cerebral palsy; alcoholism, anxiety tension states 
and psychiatric states. 

in each Mephate Capsule, 0.25 Gm. mephenesin — 
with 0.30 Gm. glutamic acid hydrochloride. 

Adult dosage starts at 2 capsules 3 or 4 times a day, 


1. F.. and 
Smith, 
Lancet 77:271 


+27 
Gvly}, 1951. 


central nervous pacifier... 22.3 


LETTER S—Continued from page 25 
A Manual for the Teacher 


Dear Sir: 

In your magazine, GP, under the financial section I have 
found many interesting and helpful articles. In the De- 
cember, 1952 issue, I have just finished reading the one 
entitled, ‘‘Manual for Physicians’ Office Attendants.” I also 
note that there is to be a published manual available and I 
take it that Part II of the Manual may be available at this 
time. 

I am writing this letter for further information. I am 
teaching a class in Medical Office Management for medical 
office assistants. I taught last semester in Hollywood High 
School where I had an enrollment of 83. On January 13, I 
will start the class at Roosevelt High School in Los Angeles, 
and of course I do not know at this time the size of the en- 
rollment. The material in these manuals is something I have 
been looking for. As you may know there is no text book for 
this course and therefore I am picking up material wherever 
it is available. 

Will you kindly tell me where I can get copies for myself 
to use and if there is a charge in connection with same. 
Also, would it be possible for me to get copies for the entire 
class, and would there be charges in connection with an 
order of that kind. I would like to have two copies for myself 
as soon as possible, and then would like to know about 
placing an order for the entire class. 

Atvina 
Business Director 
White Memorial Clinic 
Glendale, California 


The Manual for Physicians’ Office Attendants by Dr. Henry B. 
Gotten and Dr. Douglas H. Sprunt, both of the University of 
Tennessee Medical School, was to be published during February 
by Charles C Thomas. It should be available in bookstores after 
that time, or can be ordered directly from the publisher, 301-327 
E. Lawrence Ave., Springfield, Ill. GP has serialized the first 
part of the manual in the issues of December, 1952, January, 
March, and April, 1953.—PuBLISHER 


Going Great in Halifax 


Dear Sir: 
We would like to subscribe to your journal, GP, for the 
year 1953. It is used extensively by our faculty and students. 
Kindly send the bill to Dalhousie Medical Library. 
Cuarorre S. ALLAN 
Librarian 
Dalhousie Medical Library 
Halifax, Nova Scotia 


Request Enrolled with Medical Editors 


Dear Sir: 

Why can’t we have a good article on flat feet and the treat- 
ment of same. There is too much of a tendency to send them 
to a special shoe man—he, in turn, sells $20 shoes with 
arch supports. 

Yours is the top journal in the field. I am happy to be a 
charter member of the Academy and read GP from cover to 
cover. 

Husert R. Joun, M.D. 
Detroit, Michigan 
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i for the child who 
“is not growing 
the way he shoul 


Simple growth failure, not attributable to glandu- 
lar dysfunction or infectious processes, calls for 
the same prompt attention that is indicated in 
retarded growth due to detectable causes. 


DODEKROID combines the two substances found 
effective in simple growth failure. 


VITAMIN B12 mobilizes and intensifies the meta- 
bolic activity concerned with growth. Thyroid, in 

ie the small dosage provided, exerts a definitely 
LS BS proven anabolic effect which promotes growth 
and development and corrects subclinical hypo- 
thyroidism if present. 

Response to Dodekroid as noted in improved 
appetite usually is rapid and at times spectacular. 
Objectively, improvement can be demonstrated 
on a Wetzel grid. Daily dosage ranges from 1 to 3 
tablets, preferably after meals. If mild hypo- 
thyroidism is suspected, dosage may be increased. 


‘ BIBLIOGRAPHY 
Each Dodekroid tablet provides 10 Johnston, J.A.: J.A-M.A.137:1587 Wetzel. N-C.; Hopwood, HH. ; 


meg. of vitamin By2 (activity equiva- Weel N Fare, W.C.;Smith, Clin, 
lent) and 10 mg. of thyroid. The LH., elikson, ri "Science ahi SR. ,—™ State J. Med. 
tabl ssi “(bee 16) 1949 43: 186 uly) 1947, 
ablets are small and easily swal- :J- Nutrition 43:323 Wild ee: J. Pediat. 40:565 (May) 
10) 19s 1952." 


lowed. They may be chewed, or 
crushed for administration with food 


Literature and samples on request. RIKER LABORATORIES, INC. 


8480 Beverly Boulevard « Los Angeles 48, California 
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SUCTION 
BOTTLE UNIT 
ACCESSORY 


$15.00 


“Whirlwind” 


Powerful as a giant—quiet as a whisper. Automatic. Automatic oiling, gauges, regulators, fil- 
ter, muffler, safety trap, tubing and cut-off, 144 H. P. motor. Accessory units (extra) attach to 
the pump base to make a self-contained anesthesia outfit. Thousands in use. 


ALL THE AIR AND SUCTION YOU NEED! 


ETHER 
BOTTLE UNIT 
ACCESSORY 


$18.50 


WOCHER’S SURGICAL SUPPLIES - CINCINNATI 


Measles 
Modzfication 
or Prevention 


“Desi-Pak”® 


POOLED NORMAL SERUM—Human 


Irradiated—Vacuum Dried for Concentration 


Price, $4.50 per 20 cc Dose 
F.O.B. Philadelphia 


Which one has 


The Philadelphia 
Serum Exchange 


owners happy. 


1742 Bainbridge Street 


the L-F Diathermy 


HINT: Time saving features 
make L-F Diathermy 


Ge SYMBOL OF DEPENDABILITY AND PERFORMANCE 


Philadelphia 46, Pa. 


tue LIEBEL-FLARSHEIM company 


CINCINNATI 15, OHIO 
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Now... get 2-tube 
efficiency at 


1-tube cost 


Maxicon ASC provides over-and-under the table 
tube positioning easily, compactly, economically 


For complete reliability and flexibility — in both 
radiography and fluoroscopy—General Electric's 
Maxicon ASC is the outstanding unit in its class. 
Nowhere can you match its high-quality per- 
formance at so reasonable a price. 

Conversion from radiography to fluoroscopy 
takes a matter of seconds. Complete straight-line 
tube positioning — with perfect counterbalanc- 
ing — permits instant vertical movement of the 
tube from one focal distance to another . . . up to 
40 inches. And the table-mounted tube stand 
angulates with the table for up to 40-inch verti- 
cal Bucky radiography. For operation with either 
100 or 200 ma generators, Maxicon ASC is ex- 
tremely compact — a valuable asset where space 
is limited. 

Find out how Maxicon ASC’s remarkable 
flexibility can serve you. Call your GE x-ray Maxicon ASC lets you fluoroscope readily 

. : with the table in any position. With one 
representative, or write X-Ray Department, Gen- hand you can operate shutter controls and 
eral Electric Company, Milwaukee 1, Wisconsin, position the counterpoised screen. 
for your copy of Pub, F-5. 


You can put your confidence in — 


GENERAL ELECTRIC 
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Each tablet contains 


| 
clinical Report 
(a completely new in- 
piopar® tablets given 
laced 
orally have TeP 
a eotable Bie in all 
conditions previously 
considered amenable only 


ror oratuse ° 
cu TABLET CONTAINS: 


NOR: FEDERAL LAW 
{NSING WITHOUT PRESCRIPTION. 
RMOUR LABORATORIES 


Bioper tablets are therapeutically 
equivalent orally (in the dosage 
range employed) to parenteral vi- 
tamin B}2. Supplied in bottles of 30. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY CHICAGO 11. ILLINOIS 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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a really effective treatment 


for Seborrheic Dermatitis of the scalp 


... keeps scalp free of scales for one to four weeks 


In clinical trials with 400 patients'** SELsUN Sulfide Suspension pro- 
vided complete control in 81 to 87 percent of all cases of seborrheic der- 
matitis . . . and in 92 to 95 percent of cases of mild seborrhea (common 
dandruff). SELSUN frequently proved successful after other recognized 
treatments had failed to produce satisfactory results. These studies 
showed that SELSUN stops itching and burning symptoms after only 
two or three applications . . . and that scaling is controlled for one to 
four weeks. 

Patients find SELSUN simple and pleasant to use . . . it is applied while 
washing the hair, then rinsed out. As a result, the scalp is left clean and 
odorless, and there is no oily residue to come off on clothing or linens. 
Toxicity studies'* show there are no harmful effects when used ex- 
ternally as recommended. 

Designed strictly for the medical profession, SELSUN is available only 
on a physician’s prescription. It is supplied by pharmacies 
everywhere in 4-fluidounce bottles with tear-off labels. O66o0tt 


References: 
1. Slinger, W. N., and Hubbard, D. M. (1951), Arch. Dermat. & Syph., 64:41, July. 
2. Slepyan, A. H. (1952), Ibid., 65:228, February. 

3. Ruch, D. M. (1951), Communication to Abbott Laboratories. 


PRESCRIBE CS (JN 


TRADE MARK 


SULFIDE 


(SELENIUM SULFIDE, ABBOTT) 
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Before treatment with Selsun 


After two weeks of treatment 
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Pata’ CLINICAL PHOTOGRAPHS showing effect of SELSUN on pityriasis sicca 
7 Patient applied SELSUN twice a week for two weeks, once a week for next four weeks 
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“The ideal detection center is 


the office of the family physician.”’ 


Increasing experience in diabetes case-finding indicates that 
intermittent aavene yor mass screening drives, although useful, have 
certain limitations. Getting and others,” in evaluating a community 
detection campaign (well publicized in the area), report that only 59% 
of persons accepting the free testing materials actually performed 

the test. Only 24% of those with aa results sought medical advice. 


' inknown diabetics? and place 
dum care, factor for success 
is the activity of the individual physician. 


1, Blotner, H., and Marble, A.: New England J. Med. 245:567 (Oct. 11) 1951. 
2. Getting, V. A., and others: Diabetes 7:194, 1952. 
3. Wilkerson, H. L. C., and Krall, L. P.: J.A.M.A. 135:209 (Sept. 27) 1947. 


DIABETES DETECTION IN DAILY PRACTICE — 
a nationwide poll 

To assist in the compilation of nationwide data on diabetes, 

gained through the experiences of private practitioners, Ames 

Company recently mailed a questionnaire to the medical pro- 

fession. Your reply will become a vital part of a statistical 

study to be published on the results of this questionnaire. 


AMES 


COMPANY, INC. Elkhart, Indiana Ames Company of Canada, Ltd., Toronto 
* makers of CLINITEST® Reagent Tablets 
for detection of urine-sugar 


over 
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diabetes detection centers 
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Feosol” Hematonic- the new, five-factor 
blood-building preparation 


for microcytic and most macrocytic anemias 


Feosol* Tablets— the standard iron therapy 
for simple iron deficiencies 


Feosol* Elixi f—the outstanding liquid iron 


for infants and children, and adults who prefer liquid medication 


Feosol Plus*—the ideal iron-liver-vitamin formula 


for iron-deficiency anemias associated with multiple deficiencies 


ee Feojectin —the safe, rapid-action intravenous iron 


for clear-cut iron deficiencies demanding a prompt response 


the ‘Feosol’ family 


an iron preparation to fit your every need 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 


4 
Aa 
| 
\ 
\ 
: \ 
‘on 
2 


*Feosol Hematonic’ 


for the treatment of microcytic and most macrocytic 


anemias. The recommended daily dosage (3 tablets) 4 


delivers: ferrous sulfate, exsiccated, 600 mg.; cl 

vitamin B,, (activity equiv.), 36 meg.; gastric substance, 

containing intrinsic factor, 300 mg.; folic acid, 3 mg.; eens 


and ascorbic acid, 150 mg. 


"Feosol’ Tablets 


for simple iron-deficiency anemia. Each tablet contains 


3 gr. of exsiccated ferrous sulfate—equivalent to 


5 gr. (0.3 Gm.) of crystalline ferrous sulfate. 
Recommended dosage: One tablet three to four 


times daily, after meals and upon retiring. 


the Feosol’ family 


"Feosol’? Elixir 


for iron-deficiency anemias of infancy and 


childhood, and for adults who prefer a palatable 
liquid medication. May also be employed as a 
light, easily tolerated iron tonic for convalescents 
or the aged. Two teaspoonfuls provide 5 gr. of 
ferrous sulfate. 


Feosol Plus* 


for iron-deficiency anemias where additional nutritional support 


is needed. The suggested daily dosage (3 capsules) supplies: 

ferrous sulfate, exsiccated, 600 mg.; desiccated liver, N.F., 975 mg.; 
vitamin By (activity equiv.), 5.1 meg.; folic acid, 1.2 mg.; 

thiamine, 6.0 mg.; riboflavin; 6.0 mg.; nicotinic acid, 30.0 mg.; 
pyridoxine, 3.0 mg.:; ascorbic acid, 150 mg.; pantothenic acid, 6.0 mg. 


Feojectin* 
for clear-cut iron-deficiency anemias when a prompt 
response is mandatory and/or oral administration is, for 
other reasons, not feasible. Each 5 cc. ampul contains 
saccharated iron oxide equivalent to 100 mg. of elemental 
iron, or 20 mg./cc., for intravenous administration. 


Smith, Kline @ French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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This identical triplet to milk 
MULL-SOY eliminated symptoms, gave 
superior weight and growth curves 


From the Summary* “A case of gastrointestinal allergy caused by milk in one of a 
set of identical female triplets is reported. Elimination of milk from the diet of the 
allergic baby and substitution of soy milk caused a dramatic regression of 
symptoms, and weight gains which surpassed those of the non-allergic sisters.” 


From the Conclusions* “Milk allergy need no longer be the difficult infant feeding 
problem it was formerly. Complete elimination of milk and all milk-containing 
foods is feasible and desirable in milk allergy and can now be safely and simply 
carried out. The soy preparation [Mull-Soy] fed to Baby R gave weight and growth 
curves equal to and better than those of the two sisters fed a cow’s milk formula.” 
*Sobel, S. H.: Milk Allergy in a-case of Triplets, Clin. Med., August 1952, 


EASY—To prescribe—To take—To digest eS 


a liquid, homogenized, vacuum-packed 


food for all patients allergic to milk M U L L=S OY’ 


The BORDEN Company, 


Prescription Products Division, 


350 Madison Ave., N. Y. 17 
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wholesome beginning 


Gerber’s Rice, Barley, Oatmeal, and Cereal Food are 
easily digested . . . carefully supplemented with B-vita- 
mins, calcium, and iron to more than whole grain value. 


Gerber’s Rice Cereal and Barley Cereal are 


in diagnosing cereal allergies. 


Pleasant smooth texture and mild flavors make Gerber’s 
Cereals highly acceptable as starting cereals for infants. 
Mothers find these pre-cooked cereals convenient .. . 
easily available in most all grocery stores. 


SAMPLES of Gerber’s Cereals free for use with patients. 
Just write on your letterhead to Dept. 105-3, Fremont. 
Michigan. 


a, Gerber’s BABY FOODS 


4 CEREALS e 50 STRAINED & JUNIOR FOODS, 
INCLUDING MEATS 
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PREGNANCY - THYROID 
and HYPERTENSION CASES 
Authoritative Proof sent on request. 


INFANTS—s spray or drops. ENTIRELY FREE OF SIDE-EFFECTS . . . no 
cumulative action . . . no overdosage 
; 0.50% w/v in an isotonic aqueous 
prolonged periods . . . non-toxic . pleas- 
ant... efficient. 


Supplied in: THE DOHONY SPRAY-O-MIZER 
(Combination Spray and Dropper) 


951. 
Also for Office and Hospital use in Pint bottles. 
Report, Med Stoleryn., U USAF School Available on YOUR prescription only! 


Av 
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NEW 0-TOS-MO-SAN AURALGAN 
oe? @ Specific in Suppurative Ear Re after 40 years—STILL the 
Infections (Acute and Chronic) } auralgesic and decongestant 


RECTALGAN-Liquid for symptomatic Relief in: 
Hemorrhoids, Pruritus, Perineal Suturing 
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RESPIRATION 
CENTRAL NERVOUS SYSTEM 
NOT required to have the usual 
\ It is Safe 
CARDIAC - DIABETIC 
f 
. and Safe to use for 
REFERENCES: 
1. Van Alyea, O. E., and Donnelly, W. A.: 
2. Fox, S. AMA Arch. Otolaryn., 53, 
‘ 
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For the patient who needs a “lift” 
along the road to recovery. 
This is the patient whose lack of energy 
depresses him and whose worry 


keeps him tense and unrelaxed. 
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the 
‘convalescent 
blues’ 


Syntil is specifically designed for such an individual. 
It provides two desirable actions: 


1. Dispels dejection—to impart a feeling of energy which gives him 


a brighter outlook, Syntil contains the sympathomimetic, Syndrox” 
Hydrochloride. 


. Allays nervous tension—to promote relaxation, overcome 
insomnia, Syntil contains Butisol" Sodium for its mild, prolonged 


sedative effect. 


SYNTIL 


SYMPATHOMIMETIC-SEDATIVE 


Each scored yellow tablet contains: 


Syndrox® Hydrochloride ............ 2.5 mg. 
Butisol® Sodium.......... .15 mg. (14 gr.) 
Bottles of 100 and 1000 


LABORATORIES, INC. 
PHILADELPHIA 32, PA. 
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The Most Widely Used Antibiotic 


“Penicillin remains the most widely used 


of the antibiotics, and deservedly so.”! M E R C K 
A lete li f fast-acting and 
P E N | C | L L | N 


able under the Merck label. ° R 0 D J C T S 


1, Rhoads, P.S., GP 5:67, February 1952. 


Research and Production | IN MERCK & CO., Inc. 
for the Nation’s Health 


RAHWAY, NEW JERSEY 


© Merck & Co., inc, 
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in the successful management of epilepsy... 


a most effective and widely 


used anticonvulsant 


In grand mal, psychomotor seizures, Jack- 
sonian epilepsy and focal convulsions, 
DILANTIN is a therapy of choice." It “offers 
the special advantage of . . . 
specificity for the motor cor- 
tex .. . without producing 
dullness of apprehension, 
lethargy, and lassitude. . . .”* 


DILANTIN“. . . is particularly 

adapted for use in combina- 

tion and “. . . produces a 

spectacular result in grand mal attacks, 
particularly when combined with pheno- 
barbital. . . .”4 


DILANTIN Sodium (diphenylhydantoin sodium, 
Parke-Davis) is supplied in Kapseals® of 0.03 Gm. 
(% gr.) and 0.1 Gm. (1% gr.) in bottles of 100 
and 1000. 


(1) Krantz, J. C., and Carr, C. J.: The Pharmacologic 
Principles of Medical Practice, Baltimore, The Wil- 
liams & Wilkins Company, 1949 ( Reprinted 1950), p. 
518. (2) ibid, p. 515. (3) Carter, S.: Epilepsy, in Conn, 
H. F.: Current Therapy 1952, Philadelphia, W. B. 
Saunders Company, 1952, p. 612. (4) Salter, W. T.: A 
Textbook of Pharmacology, Philadelphia, W. B. Saun- 
ders Company, 1952, p. 231. 
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6% Protein 

caicium 100% 
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Per cent contribution of one 
serving (Y% qt.) vanilla ice 
cream to needs of active ma". 
on 1800 calorie reducing diet 


COUNCIL ON 
#0005 AND 
wUTRITION 


“ation 


NATIONAL DAIRY COUNCIL 


111 NORTH CANAL STREET * CHICAGO 6, ILLINOIS 


A reducing diet can have taste ap- 
peal and be effective, too. 


In recent studies on weight reduc- 
tion, ice cream was included with 
other dairy foods in meals supply- 
ing 1800 calories a day.! Strict ad- 
herence to such diets allowed grad- 
ual weight loss by larger women and 
by men whose calories did not need 
to be restricted excessively. 


These diets contained approxi- 
mately equal weights of protein, fat, 
and carbohydrate.! Fat combined 
with protein in a meal delays hun- 
ger— both that caused by emptiness 
of the stomach and by low blood 
sugar levels—for it reduces stomach 
motility and gastric juice secretion, 
promotes slower digestion and more 
gradual absorption of nutrients. 
Subjects on such diets maintained 
pep and a sense of well-being, re- 
ported no hunger pangs— but shed 
excess pounds.! 


An average serving of vanilla ice 
cream provides only one-tenth of 
the calories in such a diet, but sup- 
plies one-fifth of the riboflavin need 
and somewhat more than one-tenth 
of the need for calcium and vitamin 
A.2 Ice cream also supplies the high 
grade protein and other important 
nutrients found in milk. 


Ice cream, a “‘morale booster’’, can 
go a long way to prevent the martyred 
feeling of the reducer. 


lWeight Reduction Through Diet. A documen- 
tary motion picture produced in 1951. National 
Dairy Council. 


2Dahlberg, A. C. and Loosli, J. K.: Nutritive 
value of commercial ice cream. J. Am. Diet. 
Assn. 24:20 (Jan.) 1948. 


This seal indicates that all nutrition statements 
in the advertisement have been found accept- 
able by the Council on Foods and Nutrition 
of the American Medical Association. 


Since 1915 . . . the Na- 
tional Dairy Council, 
a non-profit organiza- 
tion, has been devoted 
to nutrition research 
and education to extend 
theuseof dairy products. 
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NOTABLY 
SAFE! 


rified 
orticotropin-gel 


wilson 


Well Yoleratea Purified Corticotropin-Gel Wilson may be admin- 
by Your Patients  stered for long periods without serious untoward 
. effects, when used according to directions. 


Repeated doses of Wilson’s Purified Corti- 
Uniform Therapeutic —cotropin-Gel, regardless of the time interval 
Response— elapsed, produce the same therapeutic 
response. 


The new lower cost—less than 3'3 
cents per unit of clinical activity 
AND INEXPENSIVE —makes Wilson’s Corticotropin 

products available to virtually 
all patients. 


Purified Corticotropin-Gel Wilson is the only 
corticotropin-gel which has been accepted by 
the Council on Pharmacy and Chemistry of the 
American Medical Association. 


THE WILSON LABORATORIES Detailed information about the use and dosage of Purified 
Dept. FS Corticotropin- Gel Wilson and Corticotropin Solution Wilson 
4221 S. WESTERN BLVD. 


CHICAGO 9, ILLINOIS will be furnished on request. 
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Well-rounded therapy 


It is well known that retinal hemorrhages and progressive disturb- 
ances in the retinal vascular bed are manifestations of hypertension. 


essential 


STOLIC ForTE Tablets serve a 
double purpose for more 
efficient management of essential 
hypertension. Prolonged 
vasodilation and mild sedation 
are attained simultaneously 


with STOLIC ForTE Tablets, thus 


eliminating the necessity for 


administering two medicaments. 


Stotic Forte Tablets are supplied in bottles of 
100 and 1,000. A modification of the StoLic ForTE 
formula, containing one-half the amount of mannitol 
hexanitrate (15 mg.) is available as SToLic. 


FESS 


Sto.ic Forte Tablets may be relied upon to reduce systolic and diastolic pressure in hypertension, and relieves concomitant 
symptoms, such as dizziness, headache, dyspnea, palpitation, nervousness and apprehension. 


Forte 


TABLETS 


. 


For Vasodilation: “*...the preferred organic 


nitrate..." 


Each STOLIC Forte Tablet contains mannitol 
hexanitrate, 30 mg. “‘Mannitol hexanitrate seems 
to be the preferred organic nitrate used in the 
treatment of hypertension. In man, doses of 60 
mg. cause a fall in blood pressure which begins 
in 8 to 16 minutes. This fall reaches its maximum 
of 25 to 50 mm. Hg. in 1 to 2 hours and returns 


to its original level in the course of 6 hours.””! 


For Sedation: DELVINAL® 

The SToLic Forte formula also contains 30 mg. 
DELVINAL® per tablet to allay apprehension and 
level off fluctuations in blood pressure due to 
emotional tension. 


DELVINAL is characterized clinically by its mod- 
erate duration of action and the fact that the 
patient experiences little of the so-called “drugged 
sensation” or other undesirable side-effects 
with its use. Sharp & Dohme, Philadelphia 1, Pa. 


1. Krantz, J.C., Jr., & Carr, C.J.: The Pharmacological Principles of 
Medical Practice, The Williams & Wilkins Co., Baltimore, Md., 
1951, p. 836. 
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Occasionally a patient may ask, “Why is FELSOL in powder form?” 
For good reason FELSOL has steadily maintained a powder form dosage, 


despite the current demand for tablets and capsules. 

Recent studies* emphasize why there is more pharmaceutical sense than 
meets the eye in powder form medication...a simple, physical fact so obvious 
that its significance sometimes escapes the casual observer. The principle 
demonstrated is simply this: in any given medicine, the smaller the particle 
size, the greater the rate of absorption because of increased surface area. 
Having a larger surface area, medicinal ingredients in powder form display 
higher solution rates and more effective activity. 

Since prompt action is of the essence in symptomatic treatment of ASTHMA, 
HAY FEVER, and other bronchial allergic disease states, FELSOL in finely 
ground powder form insures quick and complete absorption. 

Gratifying relief from distressing respiratory and related symptoms thus 
comes swiftly and surely. 

This is the reason for FELSOL powders. 


+J. V. SWINTOSKY, S. RIEGELMAN, 
T. HIGUCHI, AND L. W. BUSSE, 
SHetsot JOURNAL OF THE AMERICAN 


PHARMACEUTICAL ASSOC. 38,6: 
308-13, JUNE, 1949. 


cow 


Gm. 


Each powder ps and 
lodopyrine —0.0 

Citrated Caffeine ——0.100 ” 

Professional samples and literature gladly sent upon request. 

AMERICAN FELSOL COMPANY + LORAIN, OHIO 
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from the research laboratories of the world’s 


largest producer of antibiotics... 


a new antibiotic 


of special value 
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Intibiotic Division 


brand of carbomycin e y 


Clinically active particularly against 
those infections caused by penicillin- 
resistant gram-positive pathogens — 
staphylococci, streptococci, and other 
enteric organisms. 


Cross-resistance with penicillin. 
streptomycin and the broad-spectrum 
antibiotics has not been observed. 


Well tolerated. 


Magnamycin is not inactivated by the 
gastric secretions. 

Available in the most familiar, readily 
accepted dosage form—sugar coated tablets. 
Recommended dosage—1.0 to 2.0 Gm. 
daily in divided doses. 

Supplied: 

100 mg. tablets, bottles of 25 and 100 


CHAS. PFIZER & CO., INC. 
Brooklyn 6, N. Y. 
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for the relief of tension 
and associated pain and 
spasm of smooth muscle 


a threefold action is provided by 


Trasentine-Phenobarbital 


(Adiphenine Ciba) 


1. Phenobarbital provides sedation and eases tension 
without the greater hypnotic effect of more potent 
barbiturates. 


2. Trasentine relieves gastrointestinal pain by exert- 
ing a direct local anesthetic effect on the mucosa. 


3. Trasentine relaxes spasm through a papaverine- 
like effect on smooth muscle and an atropine-like effect 
on the parasympathetic nerve endings. 


Prescribe Trasentine-Phenobarbital for nervous ten- 
sion and gastrointestinal disorders in which psycho- 
somatic factors are dominant. Each tablet contains 50 
mg. Trasentine hydrochloride and 20 mg. phenobar- 
bital. Bottles of 100 and 500. 


Giba 


Ciba Pharmaceutical Products, Inc., Summit, New Jersey 
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_de gustibus 


By direct appeal to the eal DIASAL enlists the willing cooperation 

of patients on low-sodium diets. Its exceptionally high 

taste-equivalence to table salt is matched by close resemblance 

in other properties! — DIASAL looks, pours and otherwise 

behaves like sodium chloride at the table and in the kitchen. 

, Containing chiefly potassium chloride (plus glutamic acid 

and inert excipients), DIASAL is free from sodium, lithium and ammonium. 
It is accordingly safe to prescribe for prolonged and 

liberal use. DIASAL also serves as a prophylactic against the 

potassium depletion which may accompany low-sodium dieting.? 


DIASAL 
seasons food like salt safely 


packaging: ovailablein 2-oz. shakers and 8-oz. bottles. 


Samples and low-sodium-diet sheets for your patients available on request to Professional Service Department. 


= FOUGERA == E. FOUGERA & COMPANY. INC. 


e 75 VARICK STREET, NEW YORK 13, N.Y. 


1. Rimmerman, A. B., and others: A Comparative Study of Sodium-free Salt Substitutes, 
Am. Pract. & Digest Treat. 2: 168, 1951. 


2. Fremont, R. E., and others: Postgrad. Med. 10:216, 1951. 
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Severe bronchial asthma can now be 
treated in the home and in the office 
with a degree of success similar to that 
obtained with hospital care. Improve- 
ment is prompt and dramatic. Neither 


I y | the patient’s age nor the chronicity of 
H At] HA ‘tb the asthmatic condition detracts from 
4 ah the efficacy of ACTHAR treatment, 


which has stood the most severe of all 
Advantages tests of usefulness—the requirements of 


the general practitioner. The use of the 
Administered as Easily as Insulin: 6 P 


Subcutaneously or intramuscu- disposable cartridge syringe—an im- 
larly with a minimum of dis- mediately available form of HP* 
comfort. ACTHAR Gel—can be a life-saving 
Fewer Injections: measure in the medical emergency 
One or two doses per week in which suddenly arises in the course of 
long-standing ‘‘intractable’’ asthma. 
Rapid Response, Prolonged Effect: HP*ACTHAR Gel has demonstrated 
Combiaws the twoteld sévee- its superiority over customary measures 
tage of sustained action over 
prolonged periods of time with in many instances of bronchial asthma, 
the quick response of lyophilized and has brought about gratifying re- 
ACTHAR. missions lasting as long as 18 months. 
Much Lower Cost: 
Recent significant reduction in 


price, and reduced frequency of *Highly Purified. ACTHAR® is The Armour 
injections, have advanced econ- Laboratories Brand of Adrenocorticotropic 
omy of ACTH treatment. Hormone—ACTH (Corticotropin). 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + CHICAGO 11, ILLINOIS 


—workld -wide Le prerLla 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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especially for the carriage trade... 
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Children like Vi-Penta Drops because they taste good. Mothers like 
them because they are easy to give in milk, fruit juice, formula or 


dropped directly on the tongue. Doctors like them because they 


provide required amounts of vitamins A, C, D, and important B-complex 


factors, and because they're dated to insure full potency. . Vi-Penta® 


Drops 'Roche' in packages of 15, 30 and 60 cc with calibrated dropper. 
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You’d see 


a good-sized 


gallery 


Waar YARDSTICK DO YOU USE TO DETERMINE the drug you 
write on your prescription? If the drug is a barbiturate—such as 
short-acting NEMBUTAL (Pentobarbital, Abbott)—you can measure 
... With all the patients it, compare it and sum it up in these four short sentences: 

1. Short-acting NEMBUTAL can produce any desired degree of 
who represent the cerebral depression—from mild sedation to deep hypnosis. 
2. The dosage you need is small—only about half that of many 


other barbiturates. 


44 uses for short-acting 


3. There's less drug to be inactivated, shorter duration of effect, wide 
N e m b u Ct a [ ° margin of safety and usually no morning-after hangover. 
4. In equal oral doses, no other barbiturate combines quicker, briefer, 
more profound effect. 
Perhaps that’s why—after 23 years, 598 published reports and 
more than 44 clinical uses—you'll find more 


and more prescriptions call for NEMBUTAL. Abbott 


1-161 
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‘sense of well-being’. 


“PREMARIN” 1 


(beb.) 1943. 
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Comjueated Estrogens (cay Tablets and liquid, 


for 
positive 
appetite control 
Without 
side effects patients 


“eat less 
and 
like it” 


Clinical Report 


“... Biphetacel has been tested recently 
with excellent results. It contains the 1:3, I/d ratio 
of amphetamine phosphate together with methyl atro- 
pine nitrate (Metropine®) and sodium carboxy- 
methylcellulose (to reduce constipating effect of 
amphetamines). It has been administered to 236 over- 
weight patients over an average time of six weeks. 
The responses have been classified according to the 
patients’ subjective feelings in regard to appetite 
suppression, as follows: 14 patients—no effect; 30 
patients—slight effect; 105 patients—satis- 
factory effect; 87 patients—excellent effect...” 

S. C. Freed, M. D.—Newer Concepts in Treating 

Obesity, GP, Vol. VII, No. 1, Jan. 1953 


CURBS APPETITE EFFECTIVELY 
PRESERVES “ENOUGH-TO-EAT” FEELING 
ASSURES NORMAL ELIMINATION 


Write for literature 


GP e May, 1953 


‘a 
+ 
_Low Treatment Cost 
-VAGOTONIC patients, tablet ¥ 
1 hr. before meals. SYMPATHICO- 
TONIC patients. Y%tablet'Y 
ae tolhr.beforemeals, 
‘ 
Metropine® (methyl atropine nitrate, 
Strasenburgh), 1 mg.;Sodium 
Available on on 
Leading Phormacies 
163 
. 


You’ keep his appetite in check, and at the same 

W ial er time build up his diet-weary spirits, when you prescribe 

DesoxyNn Hydrochloride. Effective in small doses, 

DEsoxyN will usually provide the desired anorexia with 

t h e fish e rm a n a schedule of one 2.5-mg. or 5-mg. tablet before break- 

fast and another before lunch. Orally, it takes effect 

within 20 to 60 minutes; average duration of effect from 

. 10 mg. is 6 to 12 hours. Besides obesity, DEsoxyN is 

r ses effective in depressive states and other conditions calling 
for a central stimulant. In 2.5-mg. and 


5-mg. tablets, elixir and 1-cc. ampoules. Obbott 


prescribe 


D E SOXYN Hydrochloride 


(Methamphetamine Hydrochloride, Abbott) 


to the bait... 


smaller quicker 
dosage action 
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How this Evaporating Plant Helps Protect 
Your Recommendation of Carnation 


IT’S THE CARNATION PLANT IN WAVERLY, IOWA. And like every 
one of the many plants that process Carnation Milk, it is 
Carnation-owned and Carnation-supervised. 


Yes, all milk sold under the Carnation label is processed 
by Carnation itself. Carnation never has and never will 
purchase milk packed by another company. This con- 
tinuous cow-to-can control is further assurance that 
when you recommend Carnation, the baby will always get 
milk of the same uniformly high quality that has made 
Carnation a leading brand of milk in the world. 


Carnation gives Your Recommendation this 
5-WAY PROTECTION 


1. Carnation is constantly improving the raw milk supply. Cattle . ~ INCREASED. womoceN't? 
bred from world champion Carnation bloodlines are shipped iy - 

to dairy farmers all over the country to improve the milk 

supplied to Carnation evaporating plants. 


2. Carnation accepts only high quality milk for processing. Carna- oe 

tion Field Men regularly check local farmers’ herds, sanitary values of whole milk. s 
conditions and equipment—reject milk if it fails to meet Car- P 3 
nation’s high standards. FORTIFIED with 400 
3. Carnation quality control continues even AFTER the milk leaves _ of Vitamin D per pint. — 
the plant. To be sure of freshness and highest quality, Carna- HEA 

tion salesmen use a special code control in making frequent a v-Rereay ter ; 
inspection of dealers’ stocks. digestibility. 


4. Carnation Milk is available everywhere. Mothers can find Car- 7 STERILIZED in the sealed 
nation Milk in virtually every grocery store in every town —— for complete safety. 


throughout America. 


5. ALL the milk sold under the Carnation label is processed in Car- 
nation’s own plants such as the Waverly, lowa, plant above. 


"The Milk Every Doctor Knows’ 9 “from Contented Cows’ 
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The Most 
‘Experienced 


Prescription 


Veratrite® brings your hypertensive patients 
the best therapeutic benefits of Veratrum 
: viride, as has been shown by more than 
Prolonged fall in i 
blood pressure without fifteen years of clinical and experimental 
postural hypotension research plus experience in many thousands 
Marked and of ambulatory cases. 
maintained relief of 
subjective symptoms Sustained control of blood pressure with 
Complete safety with a minimum of untoward side reactions and a 
pe arn and economy maximum of safety is the significant con- 
pieced tribution made by Veratrite to the long-term 


management of hypertension. 
Each tabule contains: 
Whole-powdered Veratrum viride 


Ve rat rl te 


IRWIN, NEISLER & COMPANY . DECATUR, ILLINOIS 


Research lo Sewe Your Practice 


GP « Volume VII, Number 5 


— 

| 

7 ? 

166 


NON-CUMULATIVE 


TASTELESS 


ODORLESS 


is 
- 
Restful sleep without h 
strul siee witho angover 
- specify Fellows for the original, stable, hermetically 
sealed soft gelatin capsules Chloral Hydrate. 


CHEMOTHERAPEUTIC MOLECULE 
SPECIFICALLY FOR 
REFRACTORY URINARY TRACT INFECTIONS 


Discovery of the antimicrobial properties 
of the nitrofurans provided a novel class of 
chemotherapeutic agents. These compounds 
possess specific antibacterial activity with low 
toxicity for human tissues. 

The simplicity and flexibility of this nitro- 
furan nucleus make possible 
numerous variations of its T1 
chemical and therapeutic 
characteristics; a remedy may ° 
be tailored to fit the disease. 


H,C — C=O 


Within recent years we have so designed 
two important antimicrobial nitrofurans for 
topical use: Furacin TT 
brand of nitrofura- 
zone and Furaspor 
brand of nitrofur- 
furyl methyl ether. O.N CH,OCH, 

Now we have suc- ° 
ceeded in chemically tailoring a unique mole- 
cule, designed specifically for the treatment 
of bacterial urinary tract infections: 


FURADANTIN 


Brand of nitrofurantoin: 
N-(5-nitro-2-furfurylidene)-1 inohydantoi 


Products of Eaton Research 
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pyelonephritis 
cystitis 
pyelitis 


which have proven refractory to 
other antibacterial agents: 


FURADANTIN 


provides definite advantages: 


clinical effectiveness against most of the bacteria of urinary tract in- 
fections, including many strains of Proteus, Aerobacter and Pseudo- 
monas species 


low blood level—bactericidal urinary concentration 
effective in blood, pus and urine—independent of pH 
limited development of bacterial resistance 

rapid sterilization of the urine 

stable 

oral administration 


low incidence of nausea—no diarrhea or abdominal pain—no proctitis or 
pruritus—no crystalluria or hematuria 


non-irritating—no cytotoxicity—no inhibition of phagocytosis 
tailored specifically for urologic use 


Scored tablets of 50 & 100 mg. 

Now available on prescription 
a Write for comprehensive literature 


Suc 


NORWICH, NEW YORK 
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MICROWAVE RADAR DIATHERMY 


CAN RELAX 


Dosage may be predetermined and con- 


trolled over large and small areas, and 


may be precisely duplicated in successive 


treatments. 


YOUR ATIENT | CAN RELAX 


— doesn’t have to re- 
main rigid; no tuning is 
required; nothing 
touches the body — no 
pads, no danger of 
shocks or arcs. 


YOUR NEIGHBOR CAN RELAX 


and enjoy his television 
with avoidance of inter- 
ference. Microtherm’s 
radar wave length, 2450 
megacycles, is way above 


TV wave range (not over 
920 megacycles) 


MICROTHERM for high clinical efficiency — 
provides penetrating energy for deep heating 
— proper temperature ratio between fat and 
vascular tissue — effective production of 


Have you seen the latest Clini- 
cal Reports on Ophthalmology, 
Physical Medicine and the 
Microtherm? Ask us to mail 
them to you. 


active hyperemia — correct relationship be- 
tween cutaneous and muscle temperature. 


RAYTHEON 
MANUFACTURING COMPANY 
Power Tube Division » Waltham 54, Mass. ® APPROVED BY THE F.C. C. 
CERTIFICATE NO. D-477 
Excellence in Electonics UNDERWRITERS LABORATORY 
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Recent investigation shows! hemoglobin 
concentration and red blood cell count 
increased in every case, with high 
statistical significance, in refractory 
anemia patients plateaued to iron 

and getting a good diet. 


Gelatine is a good hematopoietic 
protein because it contains 

70 per cent of blood-building amino 
acids, according to criteria of 
Whipple and Robscheit-Robbins.? 


Gelatine contains 25 per cent of 
glycine, an amino acid used in the 
synthesis both of the hemin® and the 
globin‘ portion of hemoglobin, and 

is utilized directly for these purposes.® 


AVAILABLE AT GROCERY STORES 
IN 4-ENVELOPE FAMILY SIZE AND 
32-ENVELOPE ECONOMY SIZE PACKAGES. 
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Knox Gelating v.s.P.- All Protein - No Sugar 


Knox Gelatine 
proven effective 
the 


Refractory 


An envelope of Knox Gelatine taken in 
water, or a favorite fruit juice, 

milk, or other beverage, two to four 
times a day according to need, 

will furnish an abundance of hemin and 
globin building amino acids and lead 
to better utilization of iron. 

Large doses are necessary by the law 
of mass action, in order that the 
amino acids will be used directly, 
before deamination or synthesis 

into other body proteins. 


1. Reich, C., and Mulinos, M. G. 


globin Production in Anemia, J. Exper. Med. 71:569, 


3. Shemin, D., and Rittenberg, D.: Utilization of Glycine for the Synthe- 
sis of the Porphyrin, J. Biol. Chem. 159:567, 1945; The Biological 
Loong of Glycine for the svereete of the Protoporphyrin of Hemo- 


globin, J. Biol. Chem. 166:621, 


4. Grinstein, M., Kamen, M., and ool C.V.: The Utilization of Glycine 
in the Biosynthesis of Hemoglobin, J. Biol. Chem. 179: 359, 1949. 


5. Graff, J.. and Hoverman, H.D.: On the Metabolism of Beta-Alanine, 


J. Biol. Chem. 186: 369, 1950 


» Treatment of Refractory Nutritional 
Anemia with Gelatine. Bull. N. Y. Med. Coll. March 1953. 


2. Whipple, G.H., and Robscheit-Robbins, F.S.: Amino —_ and Hemo- 
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Kymograph record 
shows normal contrac- 
tions of rabbit jejunum in | 
100 cc. Tyrode’s solution. 


this is why 


EMETROL 


controls epidemic vomiting 


Adding 0.5 cc. of EMETROL | 
immediately reduces rate |f 
and amplitude of muscle | 
contractions. 


physiologically 


EMETROL (Phosphorated Carbohydrate 
Solution ) permits effective physiologic 
control of functional nausea and vomit- 
ing—without recourse to drugs. 


Thus EMETROL can be given safely—by 
teaspoonfuls to children, tablespoonfuls 
to adults—every 15 minutes until vomit- 
ing ceases. 


IMPORTANT: EMETROL is always 
given undiluted. No fluids of any kind 
should be taken for at least 15 minutes 
after taking EMETROL. 

INDICATIONS: Nausea and vomiting 
resulting from functional disturbances, 
acute infectious gastroenteritis or intes- 
tinal “flu,” pregnancy, motion sickness, 
and administration of drugs or 
anesthesia. 


SUPPLIED: Bottles of 3 fl.oz. and 16 
fl.oz., at all pharmacies. 


SAMPLES AND LITERATURE 
TO PHYSICIANS ON REQUEST 


KINNEY & COMPANY 
COLUMBUS, INDIANA 


Replacing EMETROL with } 
fresh Tyrode’s solution 

causes resumption of nor- [| 
mal contractions. 


7 With 1.0 cc. of EMETROL, 
| inhibition is even more 


'] ceases with 1.5 ce. of | ¥ 
EMETROL. 
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‘A minodro»y 


Amitnedrox 


Aminodrox 


Aminodro 


A » 


increases the usefulness of oral aminophylline 


In the form of AmINopROX, three out of four pa- 
tients can be given therapeutically effective ora/ doses 
of aminophylline. 

This is possible with Aminoprox because gastric 
disturbance is avoided. 
Now congestive heart failure, bronchial and car- 
diac asthma, status asthmaticus and paroxysmal 
dyspnea can be treated successfully with ora/ amino- 
phylline in the form of AMINODROX, 


Aminodrox Tablets contain 1 1/2 gr. aminophylline with 2 gr. 
activated aluminum hydroxide. 

Aminodrox-Forte Tablets contain 3 gr. aminophylline with 4 
gt. activated aluminum hydroxide. 

Also available with 1/4 gr. phenobarbital. 
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The Physician’s Antacid ...Why? 


When a physician needs an ant- 
acid, what is his personal choice? 

We know, from daily contact 
with thousands of physicians from 
coast to coast, that a great number 
use Gelusil personally and for their 
families. Our professional service 
records show that many doctors 
have used it for years for hyper- 
acidity and related gastrointestinal 
disturbances. 

Why? 

They can have their pick of ant- 
acids, yet they use Gelusil. A phy- 


sician, like his patients, demands 
effectiveness without side effects. 

He gets this with Gelusil — fast, 
lasting relief from each dose, and 
no trouble with constipation or 
other aberrations, even with pro- 
longed use. Its palatable flavor is 
refreshing and always acceptable. 

An ever-larger group of doctors 
and their patients agree on Gelusil. 
Each year the usage of Gelusil in- 
creases substantially. 


WARNER-CHILCOTT LABORATORIES 
Division of Warner-Hudnut, Inc., 
New York 11, N. Y. 


e 
Prescribe Gebusil WARNER 
® 


THE PERSONAL ANTACID OF MANY PHYSICIANS BY PERSONAL PREFERENCE 
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low-calorie 


DIETETIC FOODS 


boon to the millions whose 
caloric intake must be reduced 


Theoretically it is not difficult to organize a diet which will ade- 
quately reduce the caloric intake of the individual so that orderly 
weight loss occurs. If human beings ate only to satisfy hunger, it 
would not be so difficult for obese patients to stay on a weight 
reduction regimen. 

Their excessive appetites and the exaggerated importance 
which eating occupies in their lives may well be related to psy- 
chologic aberrations and obscure frustrations. It is this very per- 
version of the appetite that makes it so difficult for the obese to 
remain on the reducing diet—so many of the foods prohibited are 
the very ones that are most pleasurable. 

Even on a well-organized high-protein diet, in which hunger is 
held in complete abeyance, the craving for something sweet be- 
comes more and more intense, and if self-discipline is not suffi- 
ciently rigid, ‘“‘cheating”’ results. 

Tasti-Diet Low-Calorie Dietetic Foods are especially designed 
to overcome this problem. Because of their unique processing 
(without sugar) their caloric content is as much as 70% less. 

Tasti-Diet Dietetic Foods—an array of 36 low-calorie fruits, 
vegetables, salad dressings, puddings, jellies, and gelatin desserts 
—can make the difference between success and failure in any 
weight reduction program. Through their use the reducing diet 
can provide—within the realm of the proper caloric limitation— 
an abundance of salads with tasty dressings, luscious fruits in a 
sweet, rich, syrup-like liquid, delicious desserts and jellies that 
satisfy the craving for sweets. 


Physicians are invited to send for 
“30 literature and a representative sample 
ee. of each category of the foods mentioned. 


FLOTILL PRODUCTS, INCORPORATED 
TASTI-DIET DIETETIC FOODS DIVISION 


Stockton, California 


Tasti-Diet Dietetic Foods are special purpose foods 
processed to meet specific dietetic needs. Tasti-Diet 
canned fruits, jellies, and desserts (no sugar added) 
are sweetened with nonnutritive artificial sweet- 
eners; Tasti-Diet canned vegetables are processed 
without the addition of salt or sugar; Tasti-Diet dress- 
TASTY ings, containing no sugar or mineral oil, are pre- 
JELLIES pared especially for low-calorie, low-sugar, and 
diabetic diets. 
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PROCESSING 


thyrar is the entirely new, bovine thyroid 


RSS 
RS 


2 


\y 


preparation with “isothermic processing” 


as the key to superior product uniform- 


ity. Positive isothermic control at every 


step in manufacture and exclusive use 


of bovine thyroid glands “quick-frozen”’ 


at the time of removal from the animal 


provide a new, whole-gland prepara- 


tion of highest purity with distinct clinical 


advantages. 


ADVANTAGES OF “thyrar 


Greater uniformity 


Complete efficacy of the whole gland 


Elimination of unwanted organic matter 


Chemically assayed and biologically 
tested 


Standardized equivalent to Thyroid U.S.P. 


Tasteless 


New, small-size offers greater patient 
convenience 


HOW SUPPLIED: Tablets of 2, 1 and 2 grains 
in bottles of 100 and 1000. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY e CHICAGO 11, ILLINOIS 


—worhd - 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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The Premier Thyroid Product Exclusively Prepared ] : 
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Figure 1. Aerobic actinomycosis of soft tissues of wrist in a woman Figure 2. Multiple sinuses, some draining and some healed, are 
33 years old, six years after onset. visible in Figures 1 and 2. 


Figures 3 and 4. After radical excision of skin, subcutaneous tissue, scar, some tendon sheaths and Figure 5. Photomicrograph. Charac- 
two tendons, the resultant defect is shown in Figure 3; the excised specimen in Figure 4. teristic sulfur granule. 


Figures 6 and 7. Nine weeks postoperatively there was no drainage and the graft had begun to soften up and shrink. The white scar 
over the ulna resulted from an area of loss of graft. 


2 ~ Tell it with brilliant, glowing color . . . transparencies, slides, 
Tell it with 


motion pictures. Tell your audience . . . students, associates, 

readers of medical publications . . . exactly what you saw. Show 
color. ince them significant details of surgery or pathology—before and after 

pictures, clinical studies, gross specimens, photomicrographs. 

Do it accurately, objectively, realistically, completely, 

with color. Then what you say becomes all the more 

important, effective, meaningful. 


SERVING MEDICAL PROGRESS THROUGH PHOTOGRAPHY AND RADIOGRAPHY 


ae 


Carbuncle on chin of diabetic 
woman. Four photographs: A— 
Before treatment; B—After local 
penicillin injections; C—Two days 
later; D—Four days later. Note 
how effectively the progress of 
the case is recorded; the response 
to the injections; the degree and 
intensity of the infection; the area 
of inflammation. 


Why are so many leading hospitals and clinics making For roll-film cameras. Kodak Ektachrome Roll 
Film—Nos. 120 and 620—permits Kodachrome KODACHROME 
photography a routine procedure? Why do they use Duplicates, Prints, Enlargements. TRANSPARENCY 


color for much of this work? 

The facts are that color photography: (1) provides 
material that physicians urgently need; (2) produces it 
quickly and efficiently; (3) adds remarkably little to * 

Whatever the requirement, there’s a Kodak color . alabt 
film to meet it; Kodachrome Film for miniature and a 
motion-picture cameras ... Kodak Ektachrome Film : chrome Film—35mm. or Bantam 
and Kodak Ektacolor Film, Type B, for sheet-film 
cameras ... Kodak Ektachrome Roll Film—Nos. 120 — 

d 620 for roll-film cameras. 
an ca as For sheet-film cameras. Kodak Ekta- ' . 

See your photographic dealer... or write for fur- Prine 


ther information. Ektacolor Film, Type B, for master 
color negatives, permits transparen- 


EASTMAN KODAK COMPANY cies on Kodak Ektacolor Print Film. 
MEDICAL DIVISION 
ROCHESTER 4, N. Y. 


For motion-picture cameras. Koda- 
chrome Film—1lémm. rolls or maga- 
zines—permits duplicate prints in 
black-and-white or color. 
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diarrhea... 


Kaope ctate 


Trademark Reg. U.S. Pat. Off. 


Poctm ..... 


in an aromatized and carminative 
vehicle 


Available in bottles of 10 oz. and 
1 gallon 


The Upjohn C vy. K Michigan 


oe Each fluidounce contains: 
Weil Berore (ung 
(Prowect (rom 
177 


When the steamship 


started overseas mail delivery 


The U.S. Government gave Edward K. Collins 
the first steamship mail contract between New 
York and Liverpool in 1847. In doing so they 
avoided using the British-subsidized Cunard 
Line, at the time the fastest steamship line 
in existence. 


Along with the mail contract the govern- 
ment gave Collins a subsidy of $385,000 to 
offset the British subsidy of the Cunard line. 
With the help of George Steers, America’s 
leading naval architect, Collins built steam- 
ships that cut the time from N. Y. to Liverpool 
by a day and one-half. This cut in time not 
only gave America steamship supremacy, but 
greatly reduced freight rates. 

It’s possible that bicarbonate of soda was 
carried in the first-aid lockers of these ships 


CHURCH & DWIGHT CO., INC. 


New York 5, N. Y. 
BUSINESS ESTABLISHED IN 1846 


10 Cedar Street . 


for it was in this same period—the year 1846— 
that Church & Dwight first began their baking 
soda business. Our product, U.S.P. Bicarbon- 
ate of Soda is sold under two familiar brand 
names, Arm & Hammer Baking Soda and Cow 
Brand Baking Soda. 

Sodium bicarbonate aids physicians in many 
ways. For more than a century it has been 
prescribed for internal and external maladies. 
And when used as a dentifrice, it reduces L. 
Acidophilus count... helps restore teeth to their 
natural brightness without harm to enamel. 

Children’s Storybooks. We have several 
interesting, illustrated storybooks that are 
approved by leading educators. May we send 
you a free supply for your waiting room? Just 
write us. 


2 
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for caloric boost 
without gastric burden 
...when weight gain 
is the objective 


, 


TRADEMARK 


[ ORAL FAT EMULSION SCHENLEY | 


Just 2 tablespoonfuls of EDIOL* 
oral fat emulsion q.i.d. add 600 
extra calories to the daily diet 
without increasing bulk intake or 
blunting the appetite for essen- 
tial foods. This EDIOL regimen 
is the caloric equivalent of: 

6 servings of macaroni 

and cheese, or 

1 dozen Parker House rolls, or 

12 pats of butter, or 

8 boiled eggs, or 

6 baked potatoes, or 

9" slices of bread 


EDIOL is an exceptionally palat- 
able,creamy emulsion of coconut 
oil (50%) and sucrose (12%2% ). 
The unusually fine particle size 
of EDIOL (average, | micron) fa- 
vors ease of digestion and rapid 
assimilation. For children, or 
when fat tolerance is a problem, 
small initial dosage may be 
prescribed, then increased to 
the level of individual tolerance. 


Available through all pharma- 
cies, in bottles of 16 fl.oz. 


schenley 


SCHENLEY LABORATORIES, INC. 
LAWRENCEBURG, INDIANA 


© Schenley Laboratories, Inc. *Trademark of Schenley Laboratories, Inc. 


® 


Philadelphia 2, Pa. 


In Dermatophytosis 
many physicians prefer Sopronol 


Sopronol is quickly effective 


Sopronol is mild— 
does not cause ‘‘overtreatment dermatitis” 


SOPRONOL' 


Propionate-caprylate compounds Wyeth 
Ointment Powder Solution 
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the first intramuscular digitoxin 


DIGITALINE NATIVELLE’ 
INTRAMUSCULAR 


for dependable digitalization and maintenance 
when the oral route is unavailable 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 

is indicated for patients who are 
comatose, nauseated or uncoopera- 
tive, or whose condition precludes the 
use of the oral route. 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 
provides all the unexcelled virtues of 
its parent oral preparation. 

Steady, predictable absorption. 
Equal effectiveness, dose-for-dose 
with oral DIGITALINE NATIVELLE. 


Easy switch-over to oral medication. 


Clinical investigation has shown that DIGITALINE NATIVELLE INTRAMUSCULAR 
is “effective in initiation and maintenance of digitalization. A satisfactory therapeutic 
effect was obtained with minimal local and no undesirable systemic effects.’’* 


DIGITALINE NATIVELLE INTRAMUSCULAR - 1-cc. and 2-cc. ampules, boxes of 6 and 50. Each cc. provides 0.2 mg. 
of the original digitoxin— DIGITALINE NATIVELLE. 


*Strauss, V., Simon, D. L., Iglauer, A., and McGuire, J.: Clinical Studies of Intramuscular Injection of Digitoxin 
(Digitaline Nativelle) in a New Solvent, Am. Heart J. 44:787, 1952. 


Literature and samples available on request. 


VARICK PHARMACAL COMPANY, INC. 
(Division of E. Fougera & Co.., Inc.) 
75 Varick Street, New York 13, N.Y. 
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Long-lasting relief 
of surface pain and itching 


wth Wwpercainal 


potent .... . nonirritating .... . nonnarcotic 


The effective and prolonged surface anesthesia provided by 
Nupercainal Ointment (dibucaine ointment Ciba) brings long-lasting 
relief from pain and itching in sunburn, hemorrhoids, abrasions, 
dermatoses and many other conditions. Its effectiveness is due 
to its 1 per cent content of 
Nupercaine® (dibucaine Ciba), 
one of the most potent and 
long-acting of all topical 
anesthetics. Issued in 1-ounce 
tubes with rectal applicator and in 
l1-pound jars for office use. 


OINTMENT 


r E A NA L Ciba Pharmaceutical Products, Inc., Summit, N. J. 
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Another Sonotone First 
the latest electronic miracle .. . 


\ 


Is here at last to bring your patients 
better hearing at less operating cost 


Yes, here in the first hearing aid of its kind, 
SonoTONE uses the tiny germanium tran- 
sistor—actually weighs less than a couple of 
Bufferin® tablets—to offer all hard of hear- 
ing people the benefits of this revolutionary 
discovery. It packs up to twice the power 
into the smallest SonoTonE in history—into 
the thinnest hearing aid that we have ever 
seen. Operating costs are reduced more than 
50%. 


Other SONOTONE Products: 
Sub-miniature vacuum tubes 


ACTUAL SIZE! 


This tiny transistor pro- 
vides up to twice the power. 


Here is the electronic marvel that startled 
the scientific world—that the government 


has already put to secret use—that seems Cathode ray electron guns for television tubes 
destined to perfect such modern wonders as Nickel cadmium storage batteries for the armed 
services 


wrist radios and mechanical brains—now 
made available to the public for the first 
time by SonoToneE. Fill out this coupon to receive complete 


SONOTONE 
CORPORATION 


ELMSFORD, N.Y. 


“TITONE” phonograph pick up cartridges 


Dept. G-53 
Elmsford, New York 


| 
Please send me full information on the new : 
Sonotone TRANSISTOR HEARING AID. 1 
| 
i 
| 


su 


GP « May, 1953 


‘ 
; 
information. 
J 
| 
7 
183 


what you must know about 


BUTAZOLIDIN™ 


(brand of phenylbutazone) 


Accumulated experience in many thousands of cases has now proved conclusively that 
BuTAZOLIDIN produces therapeutic results in arthritis comparable to those obtainable 
with cortisone or ACTH. At the same time it has become equally evident that like other 
potent pharmacodynamic agents BUTAZOLIDIN can cause toxic as well as therapeutic 
response. In general, the drug has been found to produce minor reactions in a con- 
siderable percentage of cases and serious reactions in a few. To a considerable extent 
such reactions are preventable by proper precautions, and when not preventable are 
often readily controllable. For this reason physicians are urged to familiarize them- 
selves thoroughly with the properties and proper usage of this potent new agent before 
prescribing it. 


not a simple analgesic 


The striking clinical benefits of BuTazo.ip1n in arthritis and allied disorders can- 
not be due solely to analgesic effect since it has only moderate analgesic effect in 
non-rheumatic disorders. 


an effective and potent anti-arthritic 


BUTAZOLIDIN produces both improvement of function and relief of pain. In rheuma- 
toid arthritis a recent report! indicates “major improvement” in 40 of 68 cases. 
Another notes “marked decrease in swelling, increase in range of motion, and increase 
in strength” in 41 per cent of patients with lesser improvement in an additional nine 
per cent.? A third study’ records “appreciable pain relief” in 69 per cent of patients 
with 50 per cent showing objective evidence of improvement. Similar favorable results 
have been recorded in gout, spondylitis, osteoarthritis, bursitis, and other painful 
musculoskeletal disorders. These findings illustrate that BUTAZOLIDIN when properly 


used provides gratifying therapeutic benefit in a wide variety of painful and disabling 
disorders. 


(1) Kuzell, W. C., and Schaffarzick, R. W.: California Med. 77 :319, 1952. (2) Stephens, C. A. L., Jr., and others: J.A.M.A. 
150 :1084 (Nov. 15) 1952. (3) Steinbrocker, O., and others: J.A.M.A. 150:1087 (Nov. 15) 1952. 


220 Church Street, New York 13, N. ¥. 
In Canada: Geigy (Canada) Limited, Montreal 


: 
> 
: 
oy 
* 
it: 
4 
a 
GEIGY PHARMACEUTICALS Division of Geigy Company, Inc. 


1 Middle and left hepatic 


veins 


2 Right vagus nerve and 
esophagus 


3 Right hepatic vein and 
crura of diaphragm 


4 Inferior vena cava and 
greater splanchnic nerve 


5 Portal vein and hepatic 
artery 


6 Celiac plexus and celiac 
artery 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 


7 Hepatic lymph node and 
hepatic rami of vagus 
nerve 


8 Gastroduodenal artery 
and suprapyloric lymph 
nodes 


9 Superior gastric lymph 
nodes 
10 Duodenum 


11 Superior mesenteric 
artery and vein 


12 Subpyloric lymph nodes 
13 Right gastroepiploic 


artery and vein 


14 Inferior gastric lymph 
nodes 


15 Diaphragm 
16 Serosa 
17 Paracardial lymph nodes 


18 Left vagus nerve and 
longitudinal muscular 
layer 

19 Abdominal aorta and 
circular muscular layer 


20 Left gastric artery and 
oblique muscular layer 


21 Celiac rami of vagus 
nerve and gastric mucosa 


22 Splenic lymph nodes 


23 Left gastric (coronary) 
vein and splenic rami of 
vagus nerve 


24 Splenic artery and vein 


25 Gastric rami of vagus 
nerve 


26 Left gastroepiploic artery 
and vein 


27 Gastric lymphatic plexus 


> 


= perforated VISCUS, 
in elective surgery of the stomach, 


as well as for 
gastro enteric infections 


often acts promp tly to prevent 
or control infection in all 
the tissues and body fluids 


C Literature available on reguest- 


LEDERLE LABORATORIES DIVISION 


30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 


AMERICAN Ganamid COMPANY 


a sounder basis 
for the treatment of skin disorders... 
NEW 


rophyllin wee Dressing 


avoids treatment dermatitis 


Wet dressings are highly recommended for their marked 
freedom from irritation and their beneficial effect in a wide 
variety of dermatoses. Now, PROPHYLLIN provides sodium 
propionate and water-soluble chlorophyll to increase the 
safety and efficacy of this preferred mode of therapy. 


« more physiologic 

* nonastringent, nontoxic 

nonirritating, nonsensitizing 
relieves itching and irritation 
mildly bacteriostatic and fungistatic 


...as condition improves 
the benefits of PropHyLiin Wet 

Dressing can be maintained by prescribing 

PROPHYLLIN OINTMENT 


Propuy.uin Powder, for 4-oz. and 16-0z. jars. Note: 
preparation of wet dressings, When dissolved, PRoPHYLLIN 


in cartons of 12 packets. is free of propionate odor. 
P Each packet contains 
2.3 gm. powder, sufficient PRoPHYLLIN Ointment, 
4 to prepare 8 ounces of 1%-0z. and 4-0z. tubes. 
solution containing Ointment 
1 per cent sodium propionate _ contains 5 per cent sodium 
and 0.0025 per cent water- propionate and 0.0125 per cent 


soluble chlorophyll. Also water-soluble chlorophyll. 
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GIVES THE MOTHER 
WHAT THE 
FETUS TAKES 


“Iron deficiency and iron 
deficiency anemia cannot 
en be cured by diet.” 
J.A.M.A. 143:1252, Aug. 5, 1950, 


“Normally the fetus receives 
from 300 to 500 mg. of iron * 


from the mother...” 
Pediatrics 7:136, Jan. 1951. 


; The fetus demands and gets 
calcium from the mother even 
fer” if her diet is deficient.” 

7 Am. J. Obst. & Gynec. 57:1037, June 1949, 


Pregnancy makes exceptional nutritional de- Each easily-swallowed CALFERBEE tablet pro- 

mands on the mother. CALFERBEE supplies the vides: 

nutriments known to be depleted by the de- Calcium phosphate tribasic—400 mg.—66% 

mands of the fetus. more calcium and 11% more phosphate than 
The gastric resistant coated tablet not only the dibasic salt—approximate ratio calcium to 

assures better tolerance, but also assures maxi- phosphorus of 2 to 1. 

mum absorption of the contents for extra thera- Ferrous sulfate exsiccated—100 mg.—the min- 

peutic effect. imum daily requirement—2.5 times the iron in 
CALFERBEE is not cluttered with components the same amount of ferrous gluconate. 

for which there is as yet no clear-cut need in The vitamins most needed during gestation: 

human nutrition. Thus, the tablet is small, easy The minimum daily requirement of vitamin D, 

to take, and reasonable in cost. thiamine and ascorbic acid, and ¥% that of ribo- 

flavin. 


DOSAGE: One or two tablets repeated at the discretion 


CARROLL DUNHAM SMITH ae eel f 100 and 1000 
PHARMACAL COMPANY 


New Brunswick, New Jersey 
Established 1844 
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Composition: 

Each Tablet or each teaspoon (5 cc.) 
Chocolate-flavored Suspension of 
Deltamide contains: 


0.167 Gm. 
Sulfamerazine............. 0.167 Gm. 
‘ Sulfamethazine............ 0.056 Gm. 
Sulfacetamide............. 0.111 Gm. 


Each Tablet or teaspoon (5 cc.) of 
suspension provides 0.5 Gm. of total 
sulfonamides. 


Supplied: Deltamide tablets in 
bottles of 100; Deltamide Suspen- 
sion in 4 oz. and 16 oz. bottles. 


Indicated in infections due to Group 
A hemolytic streptococci, staphylo- 
cocci, pneumococci, meningococci, 
gonococci, and other microorgan- 
isms responsive to sulfonamides. 


1. Lehr, D.: Brit. M. J.: 2: 543-548, 1948. 

2. Lehr, D.: Brit. M. J.: 2: 601, 1950. 

3. Hawking, F., and Lawrence, J. S.: 
The Sulfonamides, New York, Grune 
and Stratton, 1951. 
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FOR GREATER TOLERANCE 


FIRST QUADRI-SULFA MIXTURE 


DELTAMIDE—a quadruple sulfonamide 
tablet and suspension—represents the lat- 
est development in multiple sulfonamide 
therapy. Deltamide utilizes the fact that 
an increase in the number of sulfonamides 
in sulfonamide mixtures provides the sig- 
nificant advantages of greater clinical safety 
with lowered incidence of toxic and allergic 
reactions.|,2 


By combining four of the most use- 
ful sulfonamides, Deltamide is su- 
perior on four counts: 


® Rapid initial absorption 
© Effective blood levels 

@ High urinary solubility 
@ Very low toxicity 


® 


THE ARMOUR LAB ATORIES 


A DIVISION OF ARMOUR AND COMPANY ° CHICAGO 11, ILLINOIS 


-wide Lependabl 


PHYSIOLOGIC 


THERAPEUTICS THROUGH BIORESEARCH 
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prescribe the maternity garment 


you prefer from the complete 


Ideal for pregnancies A new lightweight support 

where maximum support fer the young mother ac- 

is desired. customed to wearing only 
lightweight garments. 


A new development in 
maternity girdles. For the 
obstetricians who stress 
full natural freedom with 
minimum support and 
nothing over the abdomen. 
Also available (not illust 


ted) are the Camp closed back side adjusting garments de- 
signed for the young woman of thin-to-intermediate type of build. Detachable crotch 
piece and shoulder straps are available when desired on most of the closed back models. 


You'll find the right garment to fit the patient’s 
need in the complete Camp Prenatal line. New garments 
are added, current models are constantly improved to 
keep abreast of medical practice. They are immediately 
available at your local authorized Camp dealers 
. . . at a price within the reach of your patients. 


S. H. CAMP and COMPANY, JACKSON, MICHIGAN 
World’s Largest Manufacturers of Scientific Supports 


OFFICES AT: 200 Madison Ave., New York; Merchandise Mart, Chicago 
FACTORIES: Windsor, Ontario; London, England 
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In fulminating infections, T 
a n fulminating infections, Terramycin Intravenous for prompt response... 


to control 
fulminating sepsis 


Intravenous Terramycin ther- 
apy in over 100 cases of surgi- 
cal sepsis following operations 
of the thorax, abdomen or limbs 
gave “none but the most fa- 
vorable results. The well-known 
side-effects in connection with 
orally administered antibiotics 
... were never found to occur, 
nor did we at any time observe 
any other toxic reactions.” 


Deucher, F. : Schweiz. med. Wehnschr. 
82:1 (Jan. 5) 1952. 


in infants and children 


“Our experience with Terramycin by the intra- 
venous route has been good. It has been effec- 
tively used without difficulty by continuous 
drip infusion for several days in the smallest 
infant...” 

Farley, W. J., and Konieceny, L.: J. Pediat. 42:177 (Feb.) 1953. 


as well as 
adult patients 


Intravenous Terramycin, fol- 
lowed by oral therapy after 3-5 
days, “is a singly effective, su- 
perior antibiotic in the treat- 
ment of peritonitis and ... a 
good result can frequently be 
obtained with this drug when 
{other antibiotics] have failed. 
It thus has great usefulness both 
as a primary therapeutic agent 
and as an alternate antibiotic.” 


Reiss, E., et al.: A. M. A. Arch. 
Surg. 64:5 (Jan.) 1952. 


*Ramycin 
300 me. 


2 
a 
i : 
{ 
4 
well-toie 
4 
: 
4 
7° Chas. Pfizer & Co., inc. 


Index to Advertisers 


Abbott Laboratories 
. .20, opposite 128, 142-143, 161, 164 
American Felsol Co 


Armour Laboratories 
108, 141, 160, 176, 187 
Ayerst, McKenna & Harrison, Ltd. 
4, 110, 132, 162 
Borden Co., The 
Camp, S. H., & Co... 


Central Pharmacal Co 
Church & Dwight Co., Inc 
Ciba Pharmaceutical Products, Inc. 
18, 158, 182 


Doho Chemical Corp 
Eastman Kodak Co 

Eaton Laboratories, Inc... 
Fellows Medical Mfg. Co 
Flotill Products, Inc... . 
Fougera, E., & Co.... 
Freeman Mfg. Co 

Geigy Co., Inc........ 


| General Electric X-Ray Corp 

Gerber Products Co 

Glidden, Otis E., & Co........... 
Hoffmann-La Roche, Inc... . 

Holland Rantos Co., Inc 

Irwin, Neisler & Co 

Kinney & Co 

Knox, Charles B., Gelatine Co., Inc.171 
Lakeside Laboratories . . .192, 3rd cover 


Liebel-Flarsheim Co., The 
23, 127, 133, 139 

Lilly, Eli, & Co 5, 13, 28, 112, 191 
McNeil Laboratories, Inc 148-149 
M & R Laboratories.............. 
Maltbie Laboratories, Inc. . 
Massengill Co., S. E. 
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Merck & Co., Inc 
Merrell, Wm. S., Co. 

2nd cover, opposite 120 
Mosby, C. V., Co 
National Dairy Council 
Parke, Davis & Co 
Pfizer, Chas., & Co., Inc. 

24, 126, 157, 189-190 


Philadelphia Serum Exchange 
Raytheon Mfg. Co 
Reed & Carnrick 
Riker Laboratories, Inc 
Robert & Williams Co... 
Robins, A. H., Co., Inc. . . 
Rystan Co., Inc 
Schenley Laboratories, Inc...14-15, 179 
Schering Corp 
Searle, G. D., & Co 
Sharp & Dohme, Inc... . . 130, 154-155 
Smith, Kline & French Laboratories 

8, 26-27, opposite 144 
Sonotone Corp 
Squibb, E. R., & Sons... 
Strasenburgh, R. J., Co.... 
Stuart Co., The 
Upjohn Co., The 
Varick Pharmacal Co., Inc... 
Warner, Wm. R. & Co., Inc 
Warren-Teed Products Co., The. . . 
Wilson Laboratories 
Winthrop-Stearns, Inc. . 
Witmer Record Co 
Wocher, Max, & Son Co....... 
Wyeth, Inc 


16, 131, 180 
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Gram-positive organisms 
are by far 

the most important 
pathogens in the 
temperate zones. 


Most strains of 
gram-positive organisms 
are sensitive 

to ‘Hlotycin.’ 

Average dose: Two 100-mg. tablets 
every four to six hours. 


THE ORTGINATOR OF En¥Ytruromyctin 
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Lederle opposite 184 
Carnation Co....... 
a Carroll Dunham Smith Pharmacal | 
Columbus Pharmacal Co... ..... . .137 | 
= . opposite 176 
. .6, 168-169 
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intramuscularly 
subcutaneously or 


*Beckman, H.: Pharmacology in Clinical Practice, Philadelphia, intravenously 
W. B. Saunders Company, 1952, p. 172. 


MERCUHYDRIN 


(brand of meralluride, U.S.P.) 


Ampuls of 1 cc. and 2 cc. and 10-cc. vials 


2 
= diuretic roscarch 
LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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“it's so nice to eat 


tasty food again” 


TABLET 


NEOHYDRIN 


NORMAL OUTPUT OF SODIUM AND W TE 


Lf 


PRESCRIBE NEOHYDRIN whenever there is retention of sodium and water 
except in acute nephritis and in intractable oliguric states. You can - 
balance the output of salt and water against a more physiologic intake 
by individualizing dosage. From one to six tablets a day, as needed. 


PRESCRIBE NEOHYDRIN in bottles of 50 tablets. There are 18.3 mg. 
of 3-chloromercuri-2-methoxy-propylurea in each tablet. 


cadership tn diuretic research 
LE LABORATORIES, MILWAUKEE 1, WISCONSIN 
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Lactum 


“QUID FoR 
wis 


Mogities 


| Olac 
EAD) 


Protein Formula far 


3 basic infant formula products 


For almost half a century, Mead Johnson & Company’s infant 


feeding products have had an incomparable background of 
clinical effectiveness and medical acceptance. 


Babies fed Mead’s formula products have been characterized 
by sturdy growth and low incidence of complications and 
feeding disturbances. 


Carbohydrate 


The Preferred 


oOlac 


Mead’s Pow dered 


Lactum 


Mead’s Liquid Comple 


Complete Formula 


te Formula 


L 


MEAD JOHNSON & COMPANY « EVANSVILLE 21, INDIANA, U.S.A. 
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